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STANDBY Model for theatre or ward 


“300” Model suitable for the .Physician 


or smaller hospital 
“3250” Model for attaching to anaesthetic 


house calls and in the consulting roam £9 


You 


know the name... 


Baumanometer 


IT MEANS a bloodpressure instrument ... a true mercury/gravity appara- 
tus.. the standard itself. Every Lifetime Baumanometer is scientifically 
accurate and guaranteed to remain so. This means assurance for you 
that readings are always meaningful because they are always accurate. 


IT MEANS a sturdy instrument .. . light and compact... easy to use. 
Every Lifetime Baumanometcr has, for instance, a resiliently mounted 
glass cartridge tube fully recessed in an alumilited metal sca.e. This 
means perfect uninterrupted bloodpressure service for your lifetime. 


If you haye been considering the purchase of a new bloodpressure instrument, ask 
your surgical house to show you the various Baumanometers available. One or more 
of them will suit your needs admirably. 


Obtainable from all reliable Surgical Houses 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers . Kruis Street - P.O 1562 
JOHANNESBURG 


The KOMPAK Model serves both on ce é 


wt, > | 
at) 
ae 
é 
i 
‘ | 
\ 
| 
| 
| 


7 December 1957 MEDICAL PROCEEDINGS : MEDIESE ByDRAES 


PROMPT CONTROL OF 


| Fast eradication of infection 


— Quick relref of spasm 
Rapid detoxification 


Distributed by 
BRISTOLABS (PTY.) LTD., P.O. BOX 2515, JOHANNESBURG - -«~ 
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THIS SUMMER 
TREAT 
FUNGAL INFECTIONS 
WITH TEOQUIL 


The introduction of Teoquil, a new synthetic anti-fungal substance of low toxicity 
marks a decided advance in the treatment of fungal infections of the skin. 


Teoquil, in low concentrations, possesses a high degree of activity against mycelial 
fungi and some activity against yeast-like forms. It has also antibacterial properties 
which are particularly marked against Gram-positive organisms, including Staphy- 
lococcus aureus, Staphylococcus albus and Streptococcus hemolyticus. 


Teoquil is available in two forms—Teoquil Gel and Teoquil Dusting Powder. 
Teoquil Gel does not stain the skin or clothing. It may be used alone or in conjunc- 
tion with the Dusting Powder in the treatment of fungal infections of the skin includ- 
ing Athlete’s foot and tinea infections in other parts of the body. 


—— Gel is supplied in bottles containing 28 c.c., with 


Teoquil Dusting Powder is supplied in polythene ‘ puffer’ 
C57/361/D bottles containing 25 grammes. 
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New! 


(Penicillin V Potassium, Lilly) 


* A new, improved form of Penicillin V, which provides even 
faster and higher blood levels than ever before possible with 
oral Penicillin therapy. 


* ‘V-Cillin K’ is not only resistant to gastric destruction, but 
it is also readily soluble at gastric and duodenal pH. 


MAJOR ADVANTAGES : 


1. Higher, faster blood levels. 
2. Greater total penicillemia. 
3. Parenteral Penicillin response with oral Penicillin safety. 


Available as: 
Tablets No. 1830 ‘V-Cillin K’ 125 mg. in bottles of 10 and 50. 


Tablets No. 1831 ‘V-Cillin K’ 250. mg. in bottles of 10. 


S hel 
QUALITY / RESEARCH / INTEGRITY 


ELI LILLY INTERNATIONAL CORPORATION, INDIANAPOLIS 6, INDIANA, U.S.A. 
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As reliable 


asd 


sound heart 


anisindione 


in oral anticoagulant 


SCHERING CORPORATION 


BLOOMFIELD by NEW JERSEY 


SCHERAG (PTY ) LTD.. PO. BOX 7539, JOHANNESBURG 
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OLEANDOMYCIN TETRACYCLINE 


vii 


MULTI-SPECTRUM ANTIBIOTIC 


— is broadening the 
doctors canvas 
in anti-infective therapy 


GREATER SCOPE— 


Oleandomycin and Tetracycline 
together offer a fuller anti-microbial 
spectrum that includes even resistant 


staphylococci. Synergism enhances 


* Trade Mark of 
Chas. Pfizer & Co. Inc. 


Worlds Largest Producers 
of Antetiolics 


their activity against a wide range of 
gram-positive, some gram-negative, and 
other improtant pathogens. 


GREATER SAFETY — 


because both antibiotics are 


outstandingly well tolerated. 


Further information on request 


Pfizer Laboratories South Africa 


Vials of 16 Capsules (Pty.) Ltd. P.O. Box 7324, Johannesburg. 


each of 250 mgm. 
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increasing 
broad-spectrum efficiency 


Swifter absorption... higher blood 
levels ...more prolonged activity 


Such are the special merits of AcHRomyciIN V, the new Lederle 
presentation of tetracycline plus sodium metaphosphate. This latter 
constituent materially aids absorption of the antibiotic and thus 
secures the greatest possible benefits of true broad-spectrum therapy. 
As a result, AcHRomycIN V places new power in your hands with 


which to combat infection. 


ACHROMYCI 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD. TRADE MARK 


CAPSULES —(250 mg. tetracycline; 380 mg. sodium metaphosphate) : 
Bottles of 16 and 100. - 

SYRUP—Orange flavoured 125 mg. tetracycline HCl activity, 
phosphate buffered, per teaspoonful (5cc) Bottles of 2 and 16 fl. oz. 


LABORATORIES DIVISION 


OF GREAT BRITAIN LTD, London, WC.2 


Agents : Alex Lipworth Ltd., 120 Jeppe Street, P.O. Box 4461, JOHANNESBURG. 
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A NEW EXPERIENCE IN MOOD ELEVATION © 


Rauwidrine — combining 1 mg. Rauwiloid and 5 mg. amphetamine in a 
single tablet— replaces despondence with equanimity — provides 
serenity and pleasant alertness for the depressed and melancholy, the 
dispirited and frustrated patient — all without euphoria, without barbi- 
turate drag. Safe for the hypertensive, too. 


DOSAGE: For mood elevation, initially 1 to 2 
tablets after breakfast and lunch. 


Rauwidrine 


LABORATORIES AFRICA (PTY.) LTD. 


FOR OBESITY Rauwidrine curtails appetite without 


aid the ‘‘black mood’’ feeling of deprivation. 
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: the most effective Insulin 
for the majority of your diabetics 


LENTE INSULIN, LILLY 


a simplified basic Insulin 


Lente Insulin, Lilly, is the intermediate-acting 
Insulin that is free of modifying proteins; 
allergic reactions are thus minimized. About 
85 percent of all diabetics can be treated with 
Lente Insulin, Lilly, alone. Just one injection 
daily controls most patients. Available in 
U-40 and U-80 strengths. 


ELI LILLY INTERNATIONAL CORPORATION, INDIANAPOLIS 6, INDIANA, U.S.A. 


<< 


j 

| 
| 


Practitioner, January, 1957. 


THERAPY 


— simple, safe, effective 


NULACIN 


A Nulacin tablet effectively depresses the concen- 
tration of gastric HCI in peptic ulcer and other 
conditions of hyperacidity. It also provides pro- 
tection against gastric HCI to the otherwise 
unprotected oesophageal wall and in such condi- 
tions as oesophagitis and hiatus hernia. 


SUPPLY. Nulacin tablets are packed in unit con- 
tainers of 25-tablets so they can be prescribed in 
numbers of 25 or multiples thereof. They are also 
packed in handy pocket tubes of \2 tablets. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks., England. 


Sole Rhodesian Distribu- 
tors: W. C. MacDonald 
& Company Lid., P.O. 
Box 56, Salisbury. 

Branches at: Bulawayo, 
Umntali, Ndola, Lusaka. 


Sole South African Dis- 
tributors: B.P.D. S.A. 
(Pty.) Ltd., PO. Box 45, 
Jeppestuwn, Transvaal. 


Antacids, The Practitioner, January, 1957, 178: 43 

te Peptic Ulcer, The Practitioner, January, 1956, 

Recent Advances . the Ulcerative Diseases of the Gastro- 
intestinal Tract. Amer. J. Gastro., December, 1956, 26: 665 

Ambulatory Continuous Drip Method in the Treatment of 
Peptic Ulcer, Amer. J Dig. Dis., March, 1955, 22: 67-71 

Management of Peptic Ulceration 4 General Practice, Med. 
World, December, 1954, 81: 591-06 

Clinical Investigation into the site of Antacids, The Prac- 
titioner, July. 1954, 173: 46. 
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“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 
between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 
stomach. It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCI. The first such tablet (‘nulacin’)...” 
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MERSUTURES 


Trade Mark 
eyeless needled catgut sutures 


ensure minimal 


tissue trauma 


Setting New Standards 


ETHICON 


EDINBURGH 


Authorised Agents and Distributors: 


B. O. J. (PHARMACEUTICAL) LTD., 
P.O. Box 574, Johannesburg. 
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pattern 


of 
SULPHONAMIDE 
therapy 


One tablet daily—where eight were previously 
needed. Such is the dramatic dosage reduction 
made possible by LEDERKYN sulphamethoxy- 
pyridazine —the first long-acting sulphonamide 
to be available for clinical use. When given at the 
recommended maintenance dosage of 4 Gm. daily, 
LEDERKYN secures highly satisfactory levels in the 
blood, tissues, spinal fluid and urine. Because of 
this remarkably low dosage, the risk of unwanted 
side effects is reduced to the minimum. Available — 
in tablet form, LEDERKyYN is suitably prescribed in 

all sulphonamide-sensitive infections. 


Lederky 


SULPHAMETHOXYPYRIDAZINE *Regd. Trademark 


TABLETS 0.5 Gm. Bottles of 12 and 100 


LEDERLE LABORATORIES DIVISION 


OF GREAT BRITAIN LTD., London, 
Agents: Alex Lipworth Ltd., 120 Jeppe Street, P.O. Box 4461, JOHANNESBURG. 
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REDAKSIONEEL - EDITORIAL 


MEDIESE PRAKTYK 
IN SUIDELIKE AFRIKA 


Elders in hierdie uitgawe publiseer ons die 
waarnemings van dr. C. E. L. Burman wat ge- 
baseer is op besonder uitgebreide ondervinding 
van die kliniese praktyk by ’n naturelle-kliniek 
in Natal. 

Terwyl alle praktisyns waarskynlik nie met 
dr. Burman se sienswyses sal saamstem nie, is 
hulle nogtans ’n belangrike bydrae tot ’n be- 
hoorlike begrip van die siek naturellepasiént. 

Voortreflike vordering in die opleiding van 
mediese studente sodat hulle die pasiént in sy 
eie kulturele gesins- of stamomgewing kan be- 
handel, is bewerkstellig onder die skitterende 
leiding van prof. S. L. Kark, tans hoof van die 
Departement van Sosiale, Preventiewe en 
Familiegeneeskunde aan die Universiteit van 
Natal. Die werk van prof. Kark en sy kollegas 
behoort as besieling te dien vir ander onderrig- 
sentrums in Suid-Afrika, en dr. Burman se 
sienswyse, gegrond op 'n leeftyd van ondervin- 
ding in dieselfde provinsie, benadruk die nood- 
saaklikheid van ’n omvattende uitbreiding van 
die beginsels van opleiding en praktyk soos 
van stapel gestuur en ontwikkel deur prof. 
Kark en sy span. 

Die toenemende besorgdheid oor die prob- 
leem van mediese opleiding word ook in oén- 
skou geneem in dr. M. Gelfand se onlangs 
gepubliseerde derde uitgawe van sy bekende 
werk, The Sick African. 

Al hierdie aktiewe en vooruitstrewende pogings 
om 'n uitgebreide en ongewone probleem die hoof 
te bied, dui duidelik aan dat daar ‘n toenemende 
bewustheid is van die nuwe vraagstukke waarmee 
ons, as onderwysers, studente en praktisyns, op hier- 
die vasteland te kampe het. 
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MEDICAL PRACTICE 
IN SOUTHERN AFRICA 


Elsewhere in this issue we publish the observa- 
tions of Dr. C. E. L. Burman, based on a very 
extensive experience of clinical practice at an 
African clinic in Natal. 


While all practitioners may not agree with 
Dr. Burman’s views, they represent an im- 
portant contribution to the understanding of 
the sick African patient. 


An outstanding advance in the training of 
medical students to cope with the patient in 
his cultural environment (family or tribal) was 
achieved under the brilliant leadership of Prof. 
S. L. Kark, at present head of the Department 
of Social, Preventive and Family Medicine at 
the University of Natal. The work of Profes- 
sor Kark and his associates deserves fuller ap- 
preciation in other teaching centres in South 
Africa and Dr. Burman’s views, based on a 
lifetime of experience in the same province, 
emphasize the need for a comprehensive ex- 
tension of the principles of training and prac- 
tice, as pioneered and developed by Professor 
Kark and his team. 


The increasing concern about the problem 
of medical instruction is reviewed also in Dr. 
M. Gelfand’s recently published third edition 
of his well-known work, The Sick African. 


From all these active and progressive 
attempts to deal with a vast and novel pro- 
blem, it is clear that there is a growing aware- 
ness of the new issues which concern us on 
this sub-continent, as feachers, students and 
practitioners. 
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THE DROPPED KIDNEY 


S. JOSEPH HOFFMAN, M.B,, F.R.CS. (EDIN.) 
Department of Urology, General Hospital, Johannesburg 


There is no more vexed or controversial prob- 
lem in the whole field of urology than the 
syndrome of the dropped kidney. Normally 
placid urologists grow hot under the collar at 
the mere mention of the condition. One school 
advocates routine nephropexy, the other school 
condemns this procedure unequivocally; and 
both schools are convinced that their opinion 
is the only right one. The anti-operation 
school go even further; some castigate those 
who advocate surgery as knaves or as charla- 
tans, while the more charitable regard their 
surgically minded colleagues as misbeguided 
fools. To demonstrate that, in this, as in all 
controversial matters, there is a middle course 
is the purpose of this communication. It is 
based on the study of a series of 137 cases. 
These occurred in a 7-year period of private 
practice and divided into two groups—4l 
cases treated in the first three years of practice 
and 96 managed in the subsequent four years. 

The original group accurately reflect the 
tribulations of the early days of consultant 
practice. They embrace a number of women 


who had migrated from urologist to urologist. _ 


None was adequately investigated by present 
standards and 27 of them were submitted to 
surgery. Adequate follow-ups exist on 21 of 
these 27 cases. The others were lost sight of 
and probably took their troubles elsewhere. 

Of these 21, 15 were rendered asymptomatic 
and presented normal post-operative pyelo- 
grams. This gives a known operative cure rate 
of approximately 55%. The remaining 6 cases 
make interesting reading. In 4 of them the 
post-operative pyelograms were relatively nor- 
mal but the symptom complex remained un- 
changed or had worsened. In the remaining 
2 the operative results were poor. 

Case No. 1. Prograde pyelograms outlined 
a normal left renal tract and a low-lying right 
kidney with mild hydronephrotic changes. The 
symptom-complex was typically renal in origin 
—the kidney was easily palpable and pressure 
on it reproduced the pain complained of. 

Nephropexy was performed without further 
ado. The operative procedure was uneventful 
and was well tolerated. 

The symptom-complex, however, remained 
unchanged. The pain persisted until 18 months 


later when a cure was effected consequent on 
adequate cervical toilet, ureteric dilatation and 
a prolonged course of antibiotics. 

Case No. 2. The complaint was of severe 
right loia pain of 2 years’ duration. Morphine 
was frequently required. The patient had pre- 
viously been investigated by 2 urologists. 

There was a right renal ptosis with marked 
hydronephrosis and dye stasis at 10 minutes. 
Nephropexy produced a normally positioned 
kidney with no back pressure change. The 
pain, however, persisted and when last seen 
she had had a nephrectomy elsewhere. She 
still had pain. 

Case No. 3. Complaint: Recurrent attacks 
of typical right renal colic of many years’ dura- 
tion. The symptoms were exacerbated by 
exertion and relieved by rest. She was a thin, 
whiny, introspective woman with an easily 
palpable kidney. She produced pyelograms 
taken by a colleague who had refused to 
operate on her. These demonstrated a marked 
ptosis with a concertina effect of the upper 
ureter. A cure was promised with surgery. 

The surgery was again uneventful and the 
pyelographic result excellent. The pain un- 
fortunately progressed in intensity and a 
bilateral Smithwick procedure was eventually 
undertaken for its relief. 

Case No. 4. Here again the symptom com- 
plex and the pyelographic findings were 
regarded as typical. 

The operative course was uneventful and 
the post-operative pyelogram was regarded as 
excellent. 

The symptoms, however, persisted and were 
eventually relieved by cholecystectomy. 

Case No. 5. The typical symptom complex 
was present. Study outlined a marked right 
renal ptosis with associated dye stasis. A so- 
called Deming pexy was performed. The 
words ‘so-called’ are deliberately used in that 
the organ was not adequately mobilized and 
complete pelvi-ureteric junction lysis was not 
achieved. 

The pain persisted post-operatively and pye- 
lography 2 months later demonstrated a 
marked hydronephrosis. 

Surgery was again undertaken and the upper 
ureter was found to be obstructed by the shelf 
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constructed to support the kidney. Nephrec- 
tomy effected a cure. 

Case No. 6. The signs, symptoms and X- 
ray findings were typical. 

Nephropexy induced complete relief. The 
pain recurred suddenly some 4 months later. 
She was then investigated by a physician and 
a prolapse of the twelfth thoracic interverte- 
bral disc was demonstrated. The disc was 
removed and the patient cured. 

This last case marked the turning point in 
the career of an ardent advocate of the nephro- 
pexy. Patients were in all good faith being 
submitted to a surgical procedure which was 
apparently unjustifiable in that 45% were not 
relieved of their symptoms or were worsened; 
yet 55% had apparently been cured. 

The procedure itself, therefore, could not be 
at fault, and it was obviously the case selection 
that required revision. 

It was at this stage that I became aware of 
a paper by Herbst.! He postulated that in all 
cases of renal ptosis with symptoms, the pelvis 
was situated on the posterior aspect of the 
kidney and that it arose from a scooped-out 
depression on this posterior aspect. A mental 
review of cases previously operated on seemed 
to confirm Herbst’s views. A posterior renal 
pelvis is a normal congenital variant and as 
such does not produce symptoms. However, if 
ptosis or undue mobility of the kidney is 
superimposed on this congenital variant, then 
the pelvis and the upper ureter will tend to 
bowstring across the lower pole of the kidney. 
This then, and not the drop itself, produces the 
symptoms. It does so as a direct result of 
mechanical obstruction to the outflow of urine 
from the renal pelvis in association with an 
interference with normal ureteric peristalsis. 
Now one could offer an intelligent explanation 
for the fact that, on the one hand, kidneys so 
mobile that in the erect position they literally 
descend within the bony pelvis, produced no 
symptoms; and, on the other hand, the kidney 
with a drop of little more than 2 vertebrae 
produced excrutiatingly severe symptoms. Pre- 
viously one had regarded the patient presenting 
the former picture as having a normal mental 
make-up and had dismissed the other as a 
neurotic with poor pain tolerance. 


NORMAL ANATOMY 


A normally positioned kidney lies entirely 
above the level of the umbilicus with the 
lower pole a full inch above the level of the 
highest point of the iliac crest. The upper pole 
on the right side underlies the twelfth rib; 
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that on the left side underlies the eleventh 
rib. The renal pelvis attaches to the hilum of 
the kidney midway between anterior and 
posterior border and the kidney itself lies at 
an angle which separates it from the pelvis and 
from the upper ureter. A posteriorly situated 
renal pelvis is a congenital variant which 
occurs as a direct result of the location of the 
initial fusion between the ureteral bud and the 
kidney metanephrosis. It is not a rotation 
anomaly. 

The anterior relations of the right kidney 
are important. The lower pole lies behind the 
hepatic flexure and the peritoneum passes from 
the gut on to the kidney. A mesentery may 
exist, thus causing the hepatic flexure to hang 
away from the posterior abdominal wall. This 
pulls on the kidney and displaces it from its 
normal position. Thus a movable right colon 
also entails a movable right kidney. 

The second part of the duodenum lies 
medial to the hilum of the kidney and fibrous 
traction bands may connect the two. These 
bands pull on the duodenum and so produce 
partial obstruction. This presents either as a 
duodenal ileus or as a peptic ulcer syndrome. 

The kidney is maintained in position by a 
combination of factors. The most important of 
these are: 

1. The: perinephric fasciae and the peri- 
nephric fat. 

2. The normal curvature of the lumbar 
spine. 

3. Intra-abdominal pressure consequent on 
normal muscle tone. 

An alteration in any of these factors predis- 
poses to renal ptosis. Thus marked loss of 
weight is followed by an absorption of the 
perinephric fat and by loss of support. Simi- 
larly, prolonged ill health with diminution in 
muscular tonus will be followed by the same 
upset. 

However, the kidney is normally a mobile 
organ. Its respiratory excursion may be up to 
2 inches and undue mobility per se is simply 
an exaggeration of this norm. Mere undue 
mobility is certainly no indication for surgical 
interference. The position of the kidney, then, 
no matter how abnormal, is in itself of no 
import provided that it is functioning ade- 
quately, that it is not producing symptoms and 
that there are no stigmata present of back 
pressure changes. 


THE SYMPTOM-COMPLEX 


So-called nephroptosis presents a characteristic 
symptom-complex. 
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1. Symptoms Referable to the Kidney Itself. 
These manifest themselves in: 

(a) Pain. 

(4) Recurrent episodes of infection conse- 
quent on the associated obstruction and result- 
ant urinary stagnation. 

The pain is typically renal in type and in 
distribution. It is present in the renal angle 
and radiates anteriorly to the upper quadrant. 
It varies in character from a dull ache to a 
true colic, and can be reproduced by bimanual 
compression of the offending organ. The pain 
is characteristically eased by decubitus and is 
most marked in the erect posture. It is 
relieved by bed rest, particularly if the foot 
of the bed is raised. 

2. Symptoms Referable to the Gastro- 
Intestinal Tract. These, too, manifest them- 
selves in one of two distinct ways: 

(a) A duodenal ulcer syndrome. 

(4) Recurrent bouts of gross abdominal 
distention. 

The kidney derives its nerve supply from 
the 10th—-12th thoracic ganglia, through the 
small splanchic and the splanchimus nerves. 
This, too, is the nerve supply of the large 
bowel. Renal ptosis may therefore reflexly 
interfere with peristalsis and may on occasion 
simulate a chronic large bowel obstruction. 

3. Constitutional Upset. This presents essen- 
tially as lassitude, tiredness and debility in 
association with weight loss. 


UROLOGICAL STUDY 


The key to diagnosis and to successful manage- 
ment lies in retrograde pyelography. The 
ureters are catheterized and sufficient urine 1s 
collected from the kidney to allow detailed 
laboratory examination and culture. The cathe- 
ters are then withdrawn to midway down the 
ureters and sodium iodide is injected. The 
first X-ray plate is exposed with the patient 
prone. The cystoscope and the catheters are 
then removed and a second plate is exposed 
with the patient lying obliquely. The patient 
is mext placed in the reverse Trendelenburg 
position with a maximum table tilt, and a third 
plate is exposed. Immediately thereafter the 
position is reversed and with the patient in 
the semi-erect position a fourth X-ray picture 
is taken. The patient is maintained in this 
last position for the 5-7 minutes required to 
develop the X-rays thus far exposed. 

If there is pelvic filling and visualization, 
the investigation proceeds; otherwise the instru- 
ment and ureteric catheter are re-inserted and 
a sufficient further quantity of dye is intro- 
duced to ensure adequate filling. 
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(It may in parenthesis be remarked that we 
regard the prolonged presence of instruments 
in the urethra as the essential cause of post- 
instrumental vesical discomfort. It is therefore 
our invariable practice to remove instruments 
while awaiting X-rays). 

All studies are performed under sodium 
pentothal anaesthesia. The patient is therefore 
not submitted to any additional discomfort by 
the re-insertion of the systoscope. 

The patient remains in the semi-erect posi- 
tion and 2 ‘emptying’ exposures are made at 
7-minute intervals, which is the time required 
for the development of the plate. Immediately 
the third exposure has been made, the patient 
is replaced in the reverse Trendelenburg posi- 
tion and a further exposure is made. The 
patient then remains in this position and the 
radiological cycle is repeated until the dye 
drainage from the kidney is complete. 

The investigation is a tedious one and some 
60 minutes may be required for completion 
of the study. We regard a full study as 
mandatory. 

It has been our experience that the surgical 
result’ in a proven case is invariably adequate 
and affords complete symptomatic relief. Un- 
satisfactory operative results commonly occur 
in the inadequately studied patient. 

The true ‘ dropped kidney syndrome’ usually 
presents a relatively normal looking pyelogram 
in the original prone X-ray. There may be 
signs of mild back pressure change and of 
chronic infection. A tendency to squaring of 
the true pelvis is not infrequent. This has been 
referred to as the ‘ gun-barrel’ pelvis and upper 
ureter. This latter feature is less noticeable in 
the second plate exposed in the reverse Tren- 
delenburg and in this plate the kidney is seen 
to drop back towards the diaphragm with 
consequent straightening of the ureter. The 
oblique plate may demonstrate the posterior 
position of the renal pelvis, although this is 
by no means invariably seen. 

The first plate in the semi-erect position 
demonstrates the degree of kidney drop. The 
squaring of the pelvis is better demonstrated 
and not infrequently a well-marked _pelvi- 
ureteric junction obstruction is delineated. The 
subsequent plates in this position present a 
similar picture. There is delay in dye drainage 
from the pelvis and the 14-minute plate reveals 
an adequately visualized pyelogram. Conversely, 
the subsequent exposures in the reverse Tren- 
delenburg position present a reversal of the 
previous picture. The pelvi-ureteric junction 
obstruction disappears, the pelvis and ureter 
straighten out and dye drainage from the 
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pelvis is relatively rapid. Thus the second 
exposure in this position should reveal virtually 
complete dye drainage from the organ. 

The clear-cut case with characteristic pyelo- 
graphic findings presents no problem. In the 
borderline case recourse is had to pelvic over- 
fill. The ureteric catheter is re-inserted up to 
the renal pelvis and the patient allowed to 
wake. A sufficient quantity of sterile water is 
then injected to over-distend the pelvis. Exact 
reproduction of the pain originally complained 
of is regarded as confirmatory evidence of its 
origin. It cannot be sufficiently emphasized, 
however, that when in doubt one does not 
operate. 


PRE-OPERATIVE MANAGEMENT 


After the investigation strict bed rest is insti- 
tuted. The foot of the bed is raised on 9-inch 
blocks and only 2 head pillows are permitted. 
This regimen is scrupulously observed. It 
serves a dual purpose— 

1. The reverse Trendelenburg position effects 
what is to all intents and purposes a temporary 
‘nephropexy ’, and it acts therefore as a ‘ trial 
of cure’. 

Most patients presenting with renal ptosis 
are of the thin, whiny, introspective type. 
Commonly they are labelled as neurotics and 
have been treated as such. One is thus allowed 
time for a more accurate assessment of the 
symptomatic upset while the patient is main- 
tained in bed. Ideally there should be com- 
plete freedom from the symptoms complained 
of while the patient remains in this position. 

2. An essential factor in post-operative 
management is nursing in this position. It is 
an uncomfortable one and it is therefore wise 
to accustom the patient to it. Further, she 
learns to void when so placed and thus obviates 
the misery of a post-operative retention of 
urine and the concomitant risk of bladder infec- 
tion consequent on repeated catheterization. 


OPERATIVE PROCEDURE 


The actual operative procedure adopted is 
important and certain basic principles must be 
adhered to. 

1. The surgical indications must be exact. 
This is immediately confirmed at operation by 
the presence of tough, dirty, grey adhesions 
between the kidney and the surrounding tissue. 
The adhesions suggest that Nature has attempted 
to fix the kidney in its abnormal position in 
order to achieve a cure. 

2. The kidney is completely mobilized and 
all extraneous adhesions are divided. 
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3. The upper ureter and the pelvis are dis- 
sected free. The pelvi-ureteric junction must 
be visualized and any incidental obstruction 
found corrected. At this stage the diagnosis 
is confirmed by the posterior location of the 
renal pelvis. 

4. The hilum is cleared, the pedicle well 
visualized and bands connecting the hilum and 
the second part of the duodenum divided. 


5. The potential space under the rib cage 
between the liver, the ilio-psoas muscle and the 
diaphragm is opened up. This is easily done 
by inserting the whole hand into this space 
and stripping adhesions bluntly. Thereafter a 
mattress suture of No. 2 plain catgut is placed 
through the lower pole of the kidney and the 
ends are left long. The kidney is next manipu- 
lated up under the rib margin into the space 
prepared for it and the lower pole is manipu- 
lated anteriorly or laterally until it is clearly 
divorced from the renal pelvis and from the 
ureter. The ends of the mattress suture previously 
placed through the lower pole of the kidney 
are now mounted on large hand needles and 
brought through the eleventh intercostal space 
to the exterior. The positioning of the stitch 
is important. When pulled tight it must main- 
tain the tilt of the lower pole away from the 
pelvis and the ureter. No further attempt at 
fixation is made. The kidney rest is now 
lowered and the operation area is again 
inspected to ensure that the lower pole of the 
kidney and the pelvis and the upper ureter 
remain widely separated. 

It is on occasion not possible to achieve this 
effect. Rotate the lower pole as one will, it 
will not be separated from the upper ureter. 
This is particularly prone to occur in the case 
with the short renal pedicle. In this type of 
case I amputate the whole of the lower pole 
of the kidney and so remove the obstructing 
element. On occasion even this procedure does 
not prove adequate, and then one has no choice 
but to resort to nephrectomy. The operative 
incision is closed without drainage and the 
patient returns to the ward on venoclysis. 


POST-OPERATIVE MANAGEMENT 


The patient is maintained in the reverse 
Trendelenburg position for 4 days and during 
this time the usual nursing precautions are 
observed. 


Absolutely nothing of any description is 
allowed by mouth until such time as vigorous 
bowel sounds are present and flatus is being 
passed. This takes some 48-72 hours. During 
this period fluid balance is maintained by 
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venoclysis. Gross post-operative abdominal 
distension was common before the introduction 
of this regimen and was frequently so marked 
as to require gastric suction. Now, however, 
it is virtually an unknown complication. - The 
abdomen remains flat and soft and, provided 
the patient is kept in fluid balance, thirst ceases 
to be troublesome after the first 12 hours. 

The clips are removed on the second day. 
The bed blocks are removed on the fourth day 
and the patient sits up out of bed on the fifth 
day. Stitches are removed on the seventh. day. 

Aperients and enemas are eschewed. The 
bowels are left to act normally and do so, albeit 
there may be no action for up to 10 days. In 
the occasional obstinate case and in the parti- 
cularly bowel conscious lady a rectal installa- 
tion of 2 oz. of treacle dissolved in a — of 
milk is permitted. This usually induces a 
motion. 

Post-operative pain is frequently intense and 
mental depression is marked. The reason for 
this is elusive. It usually persists until the 
patient sits up out of bed. Recently we have 
used Largactal post-operatively in a dosage of 
50 mg. 12-hourly by intramuscular injection, 
and have supplemented this with small doses 
of pethidine as required. It is our impression 
that the post-operative course is a much more 
ee one on this regimen, but the 
number of cases managed this way is too small 
to allow the formation of a definite opinion. 


RESULTS 


The second series of cases treated make much 
better reading. Ninety-six patients are in- 
volved and in each of these a diagnosis of 
nephroptosis was substantiated. However, 67 
(or almost 70%) failed to meet the rigid 
criteria demanded and were refused operation. 
Surgery was advised in the remaining cases and 
was proceeded with in 26 of these. 
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The results have been uniformly good. It 
has been possible to perform detailed follow- 
up studies on 24 patients. All are virtually 
asymptomatic and all have normally positioned 
kidneys with minimal ptosis, minimal stasis 
and sterile urine on culture. 

It would therefore seem that adequately per- 
formed surgery is invariably successful in the 
carefully selected case. 

Chickens have a notorious habit of returning 
home to roost; equally so have one’s failures 
of returning to plague one. That no obvious 
failures have returned since the introduction of 
this careful case selection substantiates this 
claim. 


OPSOMMING 


Daar is geen lastiger of moeiliker probleem op die 
hele gebied van urologie as die sindroom van die 
gesakte nier nie. 

Nierversakking bied ’n kensketsende simptome- 
kompleks. Die simptome kan betrekking hé op die 
nier self of op die spysverteringskanaal, en daar kan 
’n algemene versteuring van die hele gestel wees. 

Die sleutel tot diagnose en suksesvolle behande- 
ling moet gesoek word in terugwerkende pyelografie. 

Gevalle wat nie voldoen aan die strenge maat- 
stawwe vir diagnose nie, moet nie aan ’n operasie 
onderwerp word nie. Die resultate van chirurgie 
in gevalle wat op hierdie grondslag uitgesoek word, 
was steeds goed. 

Dit was moontlik om breedvoerige navolging- 
studies uit te voer met 24 pasiénte wat vir chirurgie 
uitgesoek is. Almal het feitlik a-simptomaties gebly, 
en almal het niere in die normale posisie, met mini- 
male stase en steriele urine na kweking. 

Dit blyk derhalwe dat 'n uitgevoerde 
wperasie altyd suksesvol is in sorgvuldig uitgesoekte 
gevalle. 
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THE LUMBO-SACRAL PLEXUS 
A VARIATION IN ITS MOTOR DISTRIBUTION TO THE THIGH MUSCULATURE 


T. MULLER. M.B., CxH.B. 
Department of Anatomy, University of Pretoria, Pretoria 


During routine dissection of the lower limb, 
students drew attention to the superior gluteal 
nerve which, on both sides, did not end in the 
tensor fasciae latae, but continued on to supply 
the quadriceps femoris. 

Anatomical Findings. The anatomical find- 
ings to be described were those present on the 


left side, because most of the structures were 
intact and relatively undisturbed; the variations 
observed, however, were bilateral and almost 
identical on both sides. 


In the dissection of the lumbo-sacral plexus, 
special attention was directed to certain motor 
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branches of the femoral, obturator and superior 
gluteal nerves (Fig. 1). 
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Fig. 1. Left lumbo-sacral plexus. 

: Subcostal nerve. 

: Genitofemoral nerve. 

: Ilio-hypogastric nerve. 

: Ilio-inguinal nerve. 

: Accessory obturator nerve (3, 4L). 
Obturator nerve (3, 4, 5L). 

: Lumbosacral trunk (5L). 

: Femoral nerve (2, 3, 4, 5L). 

: Superior gluteal nerve (4, 5L, 1, 2S). 

4 Lateral cutaneous nerve of the thigh (2, 

3L). 

M: Sciatic nerve (4, 5L, 1, 2, 3S). 

N: Pudendal nerve (2, 3, 4S). 


PA 


Part of the lst lumbar, supplemented by 
connecting fibres from the 12th thoracic nerve, 
formed a common trunk which divided peri- 
pherally into the ilio-hypogastric and _ilio- 
inguinal nerves. 

A loop connected the 1st lumbar to the 2nd 
lumbar and from this loop part of the genito- 
femoral nerve arose, while another part arose 
more distally from the 2nd lumbar. 

Another loop connected the 2nd lumbar to 
the 3rd lumbar. From this loop part of the 
lateral cutaneous nerve of the thigh took 
origin and was joined by fibres from the 3rd 
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lumbar which had accompanied the femoral 
nerve. 

The femoral nerve arose from the dorsal 
aspect of the lumbar plexus from L 2-5 seg- 
ments. The contribution from segments L 2 
and 5 was small, so that it was predominantly 
formed by segments L 3 and 4. 

The obturator nerve arose from the ventral 
aspect of segments L 3, 4 and 5, but mainly 
from the 4th lumbar segment. An accessory 
obturator nerve was present and took origin 
from the ventral aspect of L 3 and 4 segments. 

The superior gluteal nerve arose from the 
segments L (4?) 5, and S 1, 2; the lumbo- 
sacral trunk (L 5) contributed the main bundle, 
which was joined by dorsal fibres from seg- 
ments § 1, 2. 

Distal to the inguinal ligament the femoral 
nerve supplied motor branches to psoas, pec- 
tineus, quadriceps femoris and sartorius. The 
accessory obturator nerve (Fig. 2) passed over 
the superior ramus of the pubis and then 
crossed the obturator externus. It gave origin 
to a long slender branch which entered the 
tendinous part of psoas; it also gave off a 
branch which entered the deep aspect of pec- 
tineus. The main nerve continued on and 
was joined by the anterior division of the 
obturator nerve on the obturator externus. A 
small plexus was formed here which supplied 
adductor brevis, adductor longus and gracilis 
and continued on as a cutaneous branch which 


Fig. 2. Distribution of obturator and accessory 
obturator nerves. 
: Iliacus. 
Psoas. 
: Pectineus. 
: Adductor brevis. 
: Adductor longus. 
: Gracilis. 
: Adductor magnus. 
: Accessory obturator nerve. 
Obturator nerve. 
: Articular branch to the hipjoint. 
Anterior division of the obturator nerve 
forming a plexus-like connexion with the 
accessory obturator nerve. 
M: Posterior division of the obturator nerve. 
N: Cutaneous branch. 
O: Obturator externus. 
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reached the surface of the medial aspect of the 
thigh between adductor longus and gracilis, 
where it was connected with the medial 
cutaneous branch of the femoral nerve. The 
posterior division of the obturator nerve sup- 
plied the obturator externus, adductor brevis 
and adductor magnus. 

The superior gluteal nerve (Fig. 3) supplied 
gluteus medius and minimus and the tensor 
fasciae latae in the usual way and then con- 
tinued on between the anterior borders of 
gluteus minimus and medius to supply vastus 
lateralis, vastus intermedius and rectus femoris. 


Fig. 3. Distribution of the superior gluteal 
nerve (left side). 

: Tensor fasciae latae. 

Gluteus medius. 

: Vastus lateralis. 

: Vastus intermedius. 

: Iliopsoas. 

: Rectus femoris. 

Gluteus minimus. 

: Superior gluteal nerve. 


mom 


It was observed that a psoas minor and an 
abnormal obturator artery were present bi- 
laterally. 

DiscuSSION 


The textbooks of anatomy which were referred 
to! did not mention as a possible variation 
that the superior gluteal nerve could continuc 
on to supply the quadriceps femoris or that 
the accessory obturator nerve could supply 
psoas. It was felt that a logical explanation 
for these apparently rare variations in motor 
nerve supply should be sought for in the deve- 
lopmental history of the muscle groups of the 
lower limb-bud and the lumbo-sacral plexus 
from which their motor innervation is derived. 

Patten,’ when discussing the embryology of 
the limb musculature, points out the difficulties 
in tracing the precise origin of the muscle- 
forming mesoderm of the limb-buds in mam- 
malian embryos. For practical purposes it may 
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be assumed that the primordial muscle masses 
of the limb-buds are represented by outgrowths 
from the group of myotomes at the segmental 
levels at which the limbs arise. The mesoderm 
of the musculature tends to aggregate round 
the developing skeleton of the limb in masses 
grouped dorsally and ventrally. In general, the 
muscles developing on the original dorsal 
aspect of the limb-bud become the extensors, 
while those developing ventrally become the 
flexors. Outgrowths of the dorsally situated 
mesodermal masses towards the trunk furnish 
primordia from which abductor muscles arise, 
and similar ventral outgrowths give rise to 
the adductor muscles. 


Later in development the arm and leg flex 
and rotate differently out of their original 
similar embryonic positions. The extensor 
muscles of the leg come to lie on the ventral 
and inner surface because the hindlimb be- 
comes more extended and medially rotated, so 
that the dorsal, extensor muscles of the thigh 
(quadriceps femoris) lie in front and the ven- 
tral derivatives (adductors) medially. Last? 
describes the early limb-buds as somewhat 
flattened dorsoventrally with cephalic (pre- 
axial) and caudal (post-axial) borders. Accord- 
ing to Hamilton e¢ al.,° both pre- and post- 
axial muscles tend to split into a ventral or 
flexor and dorsal or extensor group. The nerves 
of the lower limb are likewise divided into 
anterior and posterior branches that supply 
the flexor and extensor muscles respectively. 


The lumbo-sacral plexus is formed by the 
anterior primary rami of the first lumbar to 
the fourth sacral nerves. The actual division 
of these nerves into ventral and dorsal strata 
is often difficult to see in the adult and quite 
different from that of the brachial plexus, 
which is divided into anterior and posterior 
primary divisions. Clara!' stresses the import- 
ance of not confusing the terms ‘ventral’ and 
‘dorsal’, when used in this sense, with the 
ventral and dorsal primary rami. The ob- 
turator nerve arises from the ventral strata; 
the femoral and superior gluteal nerves from 
the dorsal strata. Due to the medial rotation 
of the lower limb (already referred to) 
Grant! points out that the femoral nerve 
region, from being posterior, is brought to the 
front and the obturator nerve region is carried 
medially. The sciatic nerve is composed of 
ventral and dorsal components. The common 
peroneal (lateral popliteal) represents the dor- 
sal strata, and the tibial (medial popliteal) the 
ventral strata, supplying respectively the exten- 
sor and flexor muscles of the calf. Keith'? 
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compares the nerves of the extensor compart- 
ments of the lower limb (femoral and common 
peroneal) to the dorsal branches of the lateral 
cutaneous branches of the intercostal nerves 
(anterior primary rami), and the nerves to the 
adductor and flexor aspects (obturator and 
tibial) to the ventral branches of the lateral 
cutaneous branches of the intercostal nerves. 
Starck! classifies the muscles of the lower limb 
(thigh and hip) into flexors, the extensors (in- 
cluding the gluteal muscles), the adductors and 
the ‘innere hiift muskeln’ (iliacus, psoas and 
pectineus). This latter group of hip muscles, 
primarily inserted round the trochanter minor, 
he regards as being probably derived from the 
prevertebral muscles. 

In view of what has been said about the 
developmental derivation of the abductor 
group (gluteus medius, minimus and the ten- 
sor fasciae latae) from the extensor group, as 
well as the fact that their motor nerves 
(superior gluteal and femoral) are both derived 
from the dorsal strata of the lumbo-sacral 
plexus, the double innervation to the quadri- 
ceps femoris is not such an unusual variation, 
but can be explained on a developmental basis. 
It was noticed, however, that vastus medialis 
was an exception and did not receive any 
motor innervation from the superior gluteal 
nerve. The motor segments of vastus medialis 
are derived from L 2 and 3, therefore from 
segments which do not take part in the forma- 
tion of the superior gluteal nerve. In this 
particular case the femoral nerve was formed 
by nerve segments L 2, 3, 4, 5, but mainly 
L 3 and 4 and the superior gluteal nerve seg- 
ments L 4 (very doubtful), 5, S 1, 2, but 
mainly L 5. The lumbar plexus described 
here was formed by segments L 1, 2, 3, 4 and 
part of L 5, ie. a post-fixed (distal) type of 
plexus. It is suggested by some authorities, 
that when a post-fixed condition is present, 
the limb is arranged a segment more caudad. 

It was noted that an accessory obturator 
nerve (ventral strata) supplied pectineus and 
iliopsoas in addition to the femoral nerve 
(dorsal strata). Grant gives the following ex- 
planation for the accessory obturator nerve 
found in approximately 29% of limbs: 

“In-embryonic life while the developing superior 
ramus of the pubic bone, as yet in a conden 
cellular state, is growing medially to meet its fellow 
at the symphysis, it insinuates itself between the 
femoral and obturator nerves and separates them. 
Commonly this sprouting ramus penetrates the ob- 
turator nerve with the result that a detached strand, 
the accessory obturator nerve, follows the medial 


border of the psoas over the superior ramus and 
rejoins the main nerve deep to the pectineus.’ 


MEDICAL PROCEEDINGS - MEDIESE ByDRAES 589 


This plexus-like connexion between the 
accessory and main obturator nerves was clearly 
demonstrated in this case. Hamilton regards 
the term ‘accessory obturator’ nerve inappro- 
priate and suggests ‘accessory femoral’ nerve 
However, morphologically and developmen- 
tally this is not correct because it is part of 
the ventral obturator strata. 


Pectineus presents a problem. Most text- 
books state that its motor innervation is from 
the femoral nerve but that it may have an 
additional nerve supply from an accessory ob- 
turator nerve, when present, or from a branch 
of the main obturator nerve. van den Broek 
et al. contrary to the other authorities, regard 
the obturator nerve as the usual source of 
motor nerve supply and the nerve to pectineus 
from the femoral nerve as inconstant. This 
is contrary to our own experience in the dis- 
secting rooms. According to Paterson,'* pec- 
tineus may consist of two incompletely sepa- 
rated strata: the lateral or dorsal stratum 
(which is constant and is supplied by a branch 
of the femoral nerve or, in absence of this 
branch, the accessory obturatof nerve) and the 
medial or ventral stratum (which when present 
is a derivative of the adductor group of 
muscles and is supplied by the obturator 
nerve). 


In view of the developmental history of the 
accessory obturator nerve it does not seem 
logical that it should supply the dorsal stratum 
of this muscle. Many variations in pectineus 
itself are described. The extent of the division 
of the pectineus into superficial and deep por- 
tions varies considerably. Last? discusses the 
general principles concerned in the double 
innervation of muscles and points out that they 
are situated near the pre- or post-axial borders 
of the limb. These muscles normally develop 
in the extensor compartment of the foetal 
limb, but for functional reasons have been 
incorporated in the flexor compartment of the 
adult limb, bringing their motor nerves with 
them. Howell! classifies pectineus as being 
probably a pre-pelvic component of the hip and 
thigh ventral division (adductor matrix—obtu- 
rator nerve) whilst iliopsoas is classified as 
belonging to the dorsal division (extensor 
matrix—femoral nerve). He goes on to say: 

‘It is true that it is always innervated at least 
partially by the femoral nerve, but its nerve is the 
only twig of the latter group that is derived from 
the ventral part of the plexus, and it is probable 
that, due to fasciculation or some comparable factor, 
a change in the pathway of the axons to this muscie 
is in progress.’ 
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This explanation is not borne out by the 
known anatomical facts and therefore not con- 
vincing. The twig which he refers to has 
probably been confused with an accessory ob- 
turator nerve which supplied pectineus. 

The comparative anatomy of pectineus also 
throws some light on its dual innervation and 
its association with iliopsoas. According to 
Hartman and Straus,!® pectineus is always 
innervated by the femoral nerve, but in some 
mammals (as in Man) it receives an additional 
nerve supply from the obturator nerve, and 
the portions supplied by the two nerves may 
be separated, as in the orang-utang. Owen,’ 
in the section on the myology of reptiles, 
describes pectineus (iliacus-internus) and men- 
tions a fasciculus which it receives which 
might represent psoas. Romer,'® in his account 
of the dorsal muscles of the hip and thigh in 
lizards, describes short and long muscles. In 
the lizard there are two short muscles: the 
iliofemoralis (which is the equivalent of the 
glutei of mammals) and the _puboischio- 
femoralis internus, which represents iliacus, 
psoas and pectimeus. There is a series of long 
muscles, the major group corresponding in 
great measure to the quadriceps femoris. The 
developmental association of pectineus and 
iliopsoas, which is also reflected in the com- 
parative anatomy, would explain the double 
nerve supply of these two muscles from the 
same sources. 

The evidence seems to confirm Starck’s 
description of a common developmental back- 
ground for iliacus, psoas and pectineus. The 
evidence is in favour of a dual origin partly 
from the dorsal and ventral musculature. Their 
association with the dorsal musculature is the 
predominant one, as is reflected by the motor 
nerve supply. The association with the ven- 
tral musculature is seen in the functional 
relationship of pectineus to the adductors. If 
they are to be regarded in their origins as 
belonging primarily to the prevertebral muscles 
which migrated to a common point of inser- 
tion in the vicinity of the trochanter minor, 
they can perhaps be likened to the scaleni 
which are essentially arranged in ventral and 
more dorsally situated groups. 

SUMMARY 
A case is described in which the superior 
gluteal nerve continued on to supply the 
quadriceps femoris in addition to its usual 
nerve supply from the femoral nerve. 
liopsoas received an additional motor nerve 
supply from an accessory obturator nerve in 
conjunction with pectineus. 
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These variations in motor nerve supply are 
discussed in the light of the developmental 
background of the muscle groups and nerve 
supply to the lower extremity. 


OPSOMMING 


’n Geval word beskrywe waar die nervus gluteus 
superior se voortsetting ook die M. quadriceps 
femoris voorsien afgesien van die gewone motoriese 
voorsiening vanaf die nervus femoralis. 

M. iliopsoas het ook ’n dubbele senuweevoor- 
siening ontvang en wel van die N. obturatorius 
accessorius, wat ook M. pectineus voorsien het. 

Hierdie variasies in motoriese senuweevoorsiening 
word bespreek in die lig van die ontwikkelings- 
geskiedenis van die spiergroepe en motoriese senu- 
weevoorsiening van die onderste-lidmaat. 
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EXPERIENCES, OBSERVATIONS AND AFTER-THOUGHTS 
OF A GENERAL PRACTITIONER 


AT A NATIVE CLINIC IN NATAL 


C. E. L. BurMAN, M.B., B.S. (DURHAM) 
Pietermaritzburg 


For the benefit of other general practitioners 
who have not experienced some of the diff- 
culties which are to be met with in the increas- 
ing demands by the urban and rural Native 
for medical attention, I have given much 
thought whether it would be worth while 
relating my own experiences. These would 
be of particular value to those general prac- 
titioners who may, like myself, sooner or later 
join similar clinics. They will also give at 
least some idea of the trend of medicine with 
its numerous water-tight compartments, and 
some of the difficulties which will have to be 
contended with in the future. 


This Clinic, the first I believe to be the 
responsibility of a Provincial Administration 
in the Union of South Africa, is manned by 
general practitioners, all of whom have served 
the general public for 25-45 years. They are 
now filling an important gap pending the 
organization, with the additional services of 
specialists, of the medical services of younger 
men which the Provincial Administration has 
envisaged with the assistance of the Director 
of Medical and Health Services of Natal. 


THE CLINIC TO-DAY AND ITS FUTURE 


It is necessary at this stage to give a rough 
idea of the layout of the Clinic itself, its 
staff, what is expected of them, and what 
services are actually rendered. 


Industrialization, modern methods of trans- 
port with macadamized roads and rapid infil- 
tration from remote Native locations and rural 
areas generally, are making access to the Clinic 
easy. The existing transport facilities are being 
used extensively by Natives to seek medical 
attention and at the same time visit their 
friends who have migrated to the towns to 
work. Private enterprise is competing with 
the Government in this transport. 

The financial burden for medical services 
which the Natal Provincial Administration has 
already met is fantastic. In 1950 the Province 
budgetted £1,986,580 for hospital services 
generally. In 1955, the figure had reached 


£4,342,942, and there is every indication that 
these figures will mount in the future. 

Whoever is responsible for the welfare of 
those attending the Clinic in the future will 
have to find some means of relieving the 
White taxpayers, who at present have to meet 
the greater portion of the expenses of this 
department. 

During 1955 the Clinic dealt with 134,240 
out-patients as compared with 117,166 at the 
Edendale Hospital. 

The staff consists at present of 5 medical 
practitioners (one of whom is the Medical 
Superintendent), one surgeon, 5 White sisters 
and a non-European staff of nurses, dressers, 
clerical staff (European and non-European), 
interpreters and the usual establishment allo- 
cated for menial work necessary for the 
administration and cleanliness of the Clinic 
generally. Recently, specialists of various cate- 
gories have had sessions at appointed times 
during the week to meet the increasing 
demands of the non-Europeans. 

The clinic has become so popular that the 
original layout of examination rooms for the 
medical practitioners, who undertake the sort- 
ing out of the serious cases which may require 
hospitalization, will need some re-organization 
later. 

Facilities at present available are a complete 
X-ray Department, two small modern surgical 
operating theatres equipped with the necessary 
sterilizing outfits, a wash-up room for the sur- 
geons, an examination room equipped for the 
Eye, Ear, Nose and Throat specialists, a special 
room for the ever-increasing demand for injec- 
tions (muscular, subcutaneous and intravenous), 
a room for dressings, male and female obser- 
vation wards of 4 beds each with lavatory 
and bathroom accommodation, a splash room, 
a kitchen, a well-equipped dental clinic, a small 
dispensary and a large hall for waiting patients. 
Offices for the European and non-European 
clerical staff with the usual outbuildings and 
accessories complete the picture. 

Unfortunately, progress has been so rapid 
and the advances of medical science so exact- 
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ing, with the resulting demands on the medical 
practitioners, who do the spade work, and the 
specialists, that the Clinic must meet modern 
trends if it is to function efficiently. 


THE POPULARITY OF THE CLINIC 


My own considered reasons for this popularity, 
which is evidenced by the mounting figures 
month by month, are: 


1. The medical practitioners are all men 
who have had many years of experience in 
general practice. They have a sound know- 
ledge of human nature and a sound working 
basis to draw on in the treatment of the com- 
mon diseases. To the African mind they are 
fundile (learned and wise through age). 

2. The facilities for consultation between 
the practitioners are easy and readily sought 
without any feeling that anyone is better than 
another. This interchange of views is all in 
the interests of the patient. 

3. The experience gained in general practice 
enables the large numbers handled to be 
pigeon-holed, graded, guided and passed to the 
specialist sessions more efficiently than could 
be accomplished by those of lesser experience. 


4. There is still plenty of evidence that the 
African as yet has little faith in his own fully 
qualified doctors and nurses, but he is losing 
faith in his imyanga except, perhaps, where 
superstition is of paramount importance. Many 
years will pass before we see Natives as medi- 
cal superintendents with a fully qualified 
Native medical and nursing staff. 


THE MODERN NATIVE 


To understand some of the difficulties encoun- 
tered at the Clinic, it would be as well to 
record my observations of the modern Native. 
To begin with, he seems to have little or no 
idea (speaking generally) of the meaning of 
the word ‘gratitude’. He has a complete 
lack of appreciation of his wife or wife's 
abilities except as a means of producing child- 
ren. He has little or no idea of the value of 
soap and water and less of sanitation. He does 
not want to realize that work and inertia do 
not mix. It is well recognized that the rural 
Native, at about the age of 40 years, after 
working in urban areas and elsewhere, returns 
to his kraal and lives a life of ease. The urban 
Native, who has never known kraal life, often 
resorts to crime and other devious means of 
living a semi-retired life. It is essential that 
many of his customs be done away with if he 
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is to be a reasonable human being working 
in a highly civilized community. 

Native nurses seem to have no sympathy 
for pain and commonly show a cold side to 
the wants of their patients. Their ability to 
qualify cannot be denied, but theory alone 
does not make a good nurse. Tact, sympathy 
and discipline, with an incentive to help their 
own people, are of much greater importance 
and essential if they are to be responsible for 
attending to and looking after them when 
they are ill, either in their own homes or in 
modern well-equipped hospitals. 

I have had no experience of working with 
medically qualified Natives, but I do not think 
they could be of great assistance by trying to 
convince their people of the value of giving 
their quota of blood to the blood bank, rather 
than to expect the European to continue to 
meet this necessity. At present, except for a 
small group of Native policemen and a few 
in industry, the quota which Natives supply 
is negligible. Personal self-preservation seems 
to be their only concern, and they have been 
known to say, when asked to give blood to a 
transfusion service, why should they give blood 
to their own people when the death was no 
concern of theirs? They require a return for 
everything they do. 

I have only touched on the more important 
issues which are 1elevant and essential in the 
treatment and care of the African at a Clinic 
of this nature. All keen clinicians recognize 
the value of a good history as the first and 
most important step in the elucidation and 
treatment of disease. In spite of our know- 
ledge of African customs, it is often quite 
impossible to obtain a good history. We have, 
therefore, to employ leading questions rather 
than accept a history, and rely on our clinical 
acumen, gained from experience and experi- 
ment, to break down subterfuge and the incor- 
rect histories these patients often give. 

The difficulties are not really insurmount- 
able. I hope to show this later by some of 
the methods we employ. 


CLASSIFICATIONS OF DISEASE 


I have divided the diseases commonly met with 
throughout the year into 5 categories. If some 
of the categories appear somewhat unorthodox, 
it is because the patients appear to suffer more 
from a symptom than a disease to-day. The 
simpler the classification, the easier it is to 
discuss these diseases, especially when dealing 
with large numbers of poorly educated and 
superstitious patients. 


= 
, 
: 


7 December 1957 


1. True Diseases. Those for which a diag- 
nosis can be made fairly easily clinically from 
a general examination, without resorting to 
expensive, elaborate and painstaking investiga- 
tions. 

2. Sunshine and Fair Weather Diseases. 
Those which are met with during warm and 
fair weather. Monthly returns have shown that 
when the weather is warm and travel is easy 
and comfortable, either by motor transport, by 
foot or by ambulance, the attendances are much 
greater than those of the next category. 

3. Cold and Wet Weather Diseases. Monthly 
returns show a marked decrease in the num- 
bers attending the Clinic during this type of 
weather. The reasons are quite evident. Afri- 
cans do not like to travel in inclement weather, 
either by motor transport or on foot. Another 
factor is that many roads not yet macadamized 
are out of action during rainy weather. Most 
of the patients on these days arrive from local 
areas. 

4. Surgical Conditions. These consist of 
minor injuries, lacerations, abscesses, small 
tumours, prepatellar bursitis, repairs to the 
lobules of the ears (previously holding large 
wooden ear-rings), fractures, etc. There are, 
of course, quite a number of serious cases due 
to motor-car accidents and other causes, which 
are despatched to the Hospital after any neces- 
sary emergency treatment. 

5. Compensitis. This is a rapidly increasing 
disease. (I think we can now call it a disease! ) 
It occupies a large amount of the time of the 
surgeon during his session because the Native 
has not been slow in imitating the European 
in the advantages of obtaining something for 
nothing, especially with minor injuries. A 
traumatic psychosis is nearly always present. 
which causes many difficulties for the surgeon, 
the employer and even, in many of these cases, 
the W.C.A. Commissioner and his Depart- 
ment. 

TRUE DISEASES 


All patients attending the medical side of the 
Clinic have their temperatures and pulse rate 
charted by non-European nurses on the card 
allocated to them at the reception office. The 
patients receive a white card coinciding with 
the number on their record card, which they 
produce on subsequent visits. All the medical 
practitioners try, as far as possible, to retain 
their own patients and the interpreters are 
quite alive to this mutual agreement. In this 
way, continuity of treatment and interest are 
retained clinically. 
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Observation, experience and experiment are 
still necessary if clinical acumen is to remain 
on an even keel. I have, therefore, on many 
occasions challenged the temperatures and 
pulses recorded, but not once have I found a 
mistake. This says much for the African 
nurse who carries out this monotonous under- 
taking over an 8-hour day. 

The inauguration of this recording of tem- 
perature and pulse has been of great value, 
although it is well known that the temperature 
and pulse are not always a true indication of 
the clinical condition of the patient. 

There are well recognized diseases under 
this category which cause some difficulty in 
their treatment at the Clinic. 

Diabetes. This is quite common in the 
Asiatic and not uncommon in the urban 
Native. To admit the non-European to Hos- 
pital for stabilization, except in coma, is quite 
impossible because of the present shortage of 
beds and the futility of relying on the patient 
to carry out instructions after leaving hospital. 

At the Clinic an effort has been made to 
overcome these difficulties by handing over 
such cases to one of our colleagues (whose 
temperament is more equable than that of 
the rest of us) to supervise the treatment. At 
the same time, it is heart-breaking to see a 
long queue of diabetics wending their way 
to his cubicle, holding test tubes at various 
angles, showing anything from 6% of sugar 
down. 

What can we do in the control of this 
common disease when the staple diet of the 
non-European consists of carbohydrates, such 
as mealie meal, curry and rice, potatoes supple- 
mented with sugar in the form of jam, cakes 
and cheap sweets? Meat is very seldom eaten 
by Indians and, although they are hawkers of 
vegetables, they rarely eat them. It is the 
improbability that instructions will be carried 
out that is our greatest worry. Until we can 
impress on them the fact that co-operation is 
essential to avoid the multiple side effects 
which this disease causes, the position must 
remain im statu quo ante, 

Skin Diseases. This section covers an amaz- 
ing number of undiagnosable conditions affect- 
ing the skin, and is often associated with 
allergic diseases. Treatment is naturally more 
often than not one of hit-or-miss therapy. 

Large numbers of these skin conditions are, 
in my opinion, due to protein deficiency, dirt, 
dust, the ravages of cheap soap containing too 
much lye, modern commodities, of which the 
commonest is the nylon napkin over the ordi- 
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nary napkin, for which the mother is truly 
thankful, but which causes untold harm 
through the accumulation of faeces and urine. 

Other irritants are also easily obtained over 
the trade counter in many disguises. We are 
ourselves sometimes to blame because of the 
popularity of antibiotics and other injections 
via the intramuscular route, which are much 
too often and too freely given, and are even 
now demanded by the non-European himself. 

There are combinations of drugs where each 
ingredient may be one capable of producing 
a rash or a hidden reaction, either due to an 
idiosyncrasy, an accumulation or an overdose 
of one or all of them. Mass treatment is not 
the ideal in medicine because no two indivi- 
duals are exactly alike. 

One of the most common skin diseases is 
scabies, and some 10-15 cases are seen daily 
by each general practitioner during hot 
weather. Most of the patients have filthy skins 
with filthy clothes, unwashed, ragged and torn. 
It is not uncommon to find, associated with 
this disease, the rash of infectious diseases, the 
rash of irritants, sepsis (chiefly staphylococcal) 
and the excessive sweat excreted in hot 
weather. 

Occasionally, a rash due to a soap enema 
or an irritant applied to a tender skin, such 
as pork fat impregnated with salt, carbolic 
soap, and even Vaseline, can be diagnosed. It 
is the true clinician who attempts to get at 
the cause of disease who is the one successful 
in these cases. 

Treatment, in spite of all the complications, 
is surprisingly successful if the patients are 
prepared to try to carry out the directions. 
Local treatment consists of removal of the 
irritant, wherever possible, and the application 
of an ointment thoroughly rubbed in with 
strict instructions to avoid washing the affected 
areas or the clothes until completion of treat- 
ment. The value of not washing the body 
or the clothes has been discovered through 
experience. The filthy clothes become impreg- 
nated with the ointment which acts, as it 
were, in the dark. To instruct these ignorant 
patients to wash off the ointment daily and 
reapply it is futile and spreads the infection. 

General treatment, especially where sepsis 
is evident, is carried out by a small dose of 
an antibiotic (nearly always penicillin). To 
combat poor nutrition, recognized diseases, 
etc. other intramuscular injections are given 
when indicated. Regular attendance is in- 
sisted upon, but this advice is generally 
ignored. Lastly, but most important of all, 
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after success of treatment is evident, stress is 
laid on cleanliness and washing of the clothes. 

The ointments mostly relied on are sul- 
phonamide, sulphur, mercury, benzyl benzoate 
or a combination of these. 

Nutritional and Deficiency Diseases. Maras- 
mus must be included not only because of its 
frequency, but because of treatment. 

Taose chiefly met with are kwashiorkor and 
pellagra, now well recognized as due to protein 
deficiency complicated with vitamin deficiency. 
Contributory causes most in evidence are: 

(a) Sheer neglect, especially by the mothers of 
illegitimate children. 

(4) Babies and children left to the care of minors, 
i acral and others while the mothers go to 
WOrk. 

(c) The ravages of associated diseases, i.e. septic 
= pulmonary tuberculosis, influenza and many 
others. 

(d) Dirt, unhealthy living and surroundings, the 
ignorance of the benefits of sanitation, the lack of 
cleanliness due, in many cases, to poor intellect, 
break-down of the tribal influence, etc. 

I have always pressed home at every pos- 
sible opportunity the old proverb: ‘There 
may be an excuse for poverty, but none for 
dirt.’ 

Those of us who are responsible for the 
treatment of these nutritional diseases, are 
unanimous (at least at this Clinic) that they 
are most commonly found in_ illegitimate 
babies. Prostitution is rife in the urban Native 
and is now definitely spreading to the rural 
African, due in great measure to the loss of 
tribal influence and restrictions, and the desire 
for money. Mothers of these babies appear 
to have no interest whatever in carrying out 
the treatment, even after hospitalization has 
shown them the success of modern treatment. 
Many of the mothers work as household ser- 
vants and others live the lives of prostitutes. 
They do not care whether the child lives or 
dies. In fact, my experience is that they 
allow their babies to get into such an advanced 
state of oedema, malnutrition and marasmus 
that they only consent to hospitalization as a 
cover for their apparent neglect, and to obtain 
the usual death certificate. 

Autopsies in nutritional oedema consistently 
reveal severe fatty degeneration of the liver 
and marked anaemia of the bowel. In maras- 
mus, advanced pulmonary tuberculosis is found. 

The attitude met with is evidenced by the 
following story, by no means uncommon. 


A young African girl had been engaged to do 
the washing for the day, for which the employer 
gave her 5s. (the recognized pay). The girl looked 
at the 5s. and said: ‘Is that all I get for my day’s 
werk? I can make as much money as that in 5 
minutes on my back.’ 
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When asked what the baby is being fed, the 
usual reply is mcumbe, porridge or some pro- 
prietary food. Most babies under 6 months 
do not enjoy the advantage of the natural food 
from the breast, although the stream of milk 
is ample. The excuse is always that they have 
to work or that they have not the time, The 
truth is, of course, in the case of the illegiti- 
mate babies, that the mothers simply have no 
interest in the child. It is heart-rending to 
see these babies, oedematous and dehydrated, 
often with severe desquamation of the surface 
epithelium, a mass of sores due to sepsis, the 
ravages of associated diseases, the application 
of irritants to the skin, etc. 

Some satisfaction in their treatment and 
diagnosis has been gained by the paediatric 
specialist’s session at the Clinic. Many prob- 
lems, however, remain to be solved through 
Social Welfare and other channels, where the 
experience gained by the general practitioner 
could be given in an advisory capacity in an 
attempt to prevent these tragic cases. 

There is little evidence of prostitution 
among Indian females. I have seen only one 
case, over a period of 12 months of pyosalpinx 
in an unmarried young Indian, despite the 
many thousands which have passed through 
my hands. Perhaps the reasons for this are 
their early maturity, early marriage, religious 
rites and better domestic supervision. 

Notifiable Infectious Diseases. Owing to the 
excellent co-operation of the Medical Officer 
of Health and his staff, no difficulty whatever 
has arisen in the ultimate disposal of cases of 
these diseases. In fact, we have much to thank 
the M.O.H. Department for their willingness 
to discuss these cases where any doubt exists. 
The issue of the weekly bulletin by the Health 
Department of cases notified inside and out- 
side the Borough keeps the medical staff on 
the alert. Liaison of this nature between other 
departments should be encouraged. 

Two diseases in this category are always 
with us, viz. pulmonary tuberculosis and 
diphtheria. Both require experience if mis- 
takes are to be avoided. Many of us have 
met the patient who appears to be in excellent 
health, but complains of loss of appetite, lassi- 
tude. and a slight cough. Our examination 
either indicates marked lung changes or pos- 
sibly nothing at all except some anaemia. 
X-ray investigation often causes a complete 
reversal of our suspicions. Some patients with 
marked clinical signs show bronchitis only; 
but some with few signs show advanced pul- 
monary tuberculosis. Between the two types, 
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only experience can decide whether recourse 
to X-ray examination to confirm or refute our 
clinical diagnosis is necessary. X-rays to a 
clinician are the confirmation of the diagnosis, 
not the means of getting out of a difficulty. 


Diphtheria can also lead us into a similar 
trap, because it is not uncommon for a patient 
to give a history of a sore throat for a few 
days, a normal temperature, no membrane on 
the fauces, but a slight tonsillitis which appears 
to be passing off; some acceleration of the 
heart, a trace of albumin in the urine and loss 
of knee jerks suggests to the keen clinician 
the need for a swab of the throat or nares. 

During the period under review, 3 cases of 
acute poliomyelitis, 2 cases of leprosy, a few 
cases of cerebrospinal meningitis, no cases of 
smallpox and only one case of suspected scarlet 
fever in a Native (it was finally diagnosed as 
measles) have been met with. 

Non-Notifiable Diseases. These are seasonal. 
The commonest are measles, chicken-pox and 
influenza. Venereal disease will be discussed 
later. 

Ear, Nose and Throat Diseases. The E.N.T. 
Specialist prefers all the cases to be referred 
to his session at the Clinic except those with 
wax in the ears. I must refer to the import- 
ance, not so well recognized as it should be 
by general practitioners, and sometimes even 
by specialists, of failing to examine the meatal 
canals, especially in babies and young children, 
when the clinical examination for a chronic 
cough appears completely negative. Removal 
of the wax is rewarded by complete cessation 
of the cough. I have, on more than one 
occasion, cured a cough where the tonsils and 
adenoids had been removed, after long courses 
of an autogenous vaccine for chronic catarrh 
and cough, by means of this simple remedy. 
On two occasions, removal of a hard plug of 
wax from one ear or both cured a chronic 
pain of the temporo-mandibular joint, for 
which operation for a slipped cartilage had 
been advised. 

This clinical phenomenon I learnt from my 
father, a general practitioner who had few aids 
to assist him except his five senses. How 
different to-day when the young practitioner 
obtains copious literature, beautiful anatomical 
diagrams and precision mechanical aids to 
help him over obstacles in his clinical examina- 
tion, The clinician must pay as much atteti- 
tion to a small pimple as he does to a large 
tumour if he is to retain his premier position 
in the art and science of medicine. 
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Commonest of all diseases in this category 
are cases of acute, subacute and chronic otitis 
media, mostly caused by measles. Acute mas- 
toiditis is exceptionally rare at the Clinic (I 
have not yet seen one in spite of the frequency 
of these cases). Quinsy is frequently seen. 
Hoarseness is rare. Two cases due to a tumour 
of the vocal cords have been referred. Chronic 
pharyngitis with a nasal mucous drip associated 
with a chronic rhinitis is common, due, I 
think, to the prevalence of taking snuff. The 
school medical officers refer the enlarged ton- 
sils, mostly from Indian schools. Quite a 
number are brought by their parents demand- 
ing removal of these guardian angels. I once 
made a statement that, ‘If the tonsils and 
adenoids were removed in Natives in the 
same proportion as is done at present amongst 
the European population, then we should want 
whole-time enucleators.’ 


Other conditions encountered are compara- 
tively uncommon. Many of them are being 
drafted into the auro-facial-maxillary unit. 
Portions are gradually being taken off the old 
recognized specialities to make way for new 
water-tight compartments. 


Eye Diseases. The session held by the 
specialist at the Clinic has solved many of our 
difficulties, and his co-operation has been most 
beneficial to us all. The loss of eyesight has 
such tragic results, especially in the non-Euro- 
pean, that any cases im am acute stage are 
immediately referred to the Hospital, but those 
of a chronic nature attend his session in the 
usual way. Defective vision is a common com- 
plaint in both Natives and Indians, especially 
school children and the middle-aged. Vision, 
strange to say, when tested, is usually found 
normal for distance and reading. Natives often 
wear glasses, nearly always plain glasses and 
sometimes in the darker shades. These are 
worn for no other reason than because the 
Native has the idea he looks more learned or 
more attractive with this adornment. Cataract 
is common in both Indians and Natives. Dia- 
betes is generally the commonest cause in 
Indians and senility in Natives. Refraction 
errors in Natives are rare. Watering of the 
eyes is common in both races. 

Conjunctivitis due to various bacteria is 
easily combated by a wash of 1% normal saline 
frequently applied, except when it is due to 

occal infection; then modern treatment 
is applied. Acute primary glaucoma is rare. 
Occasionally, changes in the retinal vessels are 
observed, but are not common in spite of the 
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clinical observation of arteriosclerosis fre- 
quently seen in both Indians and Natives. 

Orthopaedic Diseases. No session for the 
specialist for these conditions has yet been 
inaugurated at the Clinic, but it will soon 
become a necessity. 

Fractures are common, especially due to 
motor-car accidents. All non-European acci- 
dents are brought to the Clinic by the munici- 
pal ambulances, manned by Fire Brigade 
personnel. Restrictions prevent these cases 
from being transported directly to Edendale 
Hospital. The efficiency of the Fire Brigade 
personnel in First Aid and the rapidity with 
which urgent calls are answered are much 
appreciated and must be commended. 

Arthritis, osteo-arthritis and bone diseases 
due to bacterial infection are the diseases most 
commonly met with. The joints mostly 
affected are the hip, the knee and the lumbar 
vertebrae. Tubercle of bone in children, adults 
and old people is frequently seen. Chronic 
infection of bone due to syphilis and the 
effects of acute infection are not uncommon. 
Deformities from fractures, poliomyelitis and 
congenital malformations, more especially of 
the fingers and toes, occasionally crop up. Cal- 
losities of the soles of the feet cause many 
problems owing to the difficulty of continua- 
tion of treatment; their constant association 
with first, second and third degree flat feet; the 
wearing of badly fitting boots and shoes, to 
which must be added sweat, uncleanliness of 
socks, etc. Sarcoma of the bone of the shoulder, 
knee and hip have been seen. 

Mental Diseases. Those requiring treatment 
are either referred to the District Surgeon or 
to the psychiatrist who attends the Clinic of 
the Social Welfare and Department of Mental 
Hygiene. 

Gynaecological Diseases. The weekly session 
of the specialist at the Clinic is that most 
patronized, especially by the Indians. These 
patients put over the most fantastic and unre- 
liable histories in the hope that they will be 
referred to him. The great majority, after a 
pelvic and general examination, can be and 
are treated by the general practitioners at the 
Clinic. All uncomplicated cases of pregnancy 
are referred to the Ante-Natal Clinic. 

Pyosalpinx, the result of venereal disease, is 
only referred when a doubt exists or surgical 
interference is warranted (very uncommon 
under modern conditions). Otherwise they are 
sent to the V.D. Clinic or admitted to the 
Non-European Infectious Diseases Hospital. 
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~December 


at this time of the year... 


The increase in upper respiratory tract infection 
calls for the discriminating use of 
a safe and efficient nasal decongestant 


IN A WORD... 


Isotonic Nasal Drops 
of Phenylephrine and Naphazoline. 
$f. oz. dropper bottle. 


B.P.D. (South Africa) (PTY) LTD., Trent House, 275 Commissioner Street, Johannesburg 
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ay 


a potent appetite- - reducing drug 
without effect on heart & circulation 


Bottles of 20 Tablets 


FOR THE TREATMENT OF ADIPOSIS 
PSYCHOANALEPTIC - ANTIHYPOTONIC 


Sole Distributors: SCHERAG (PTY.) LTD., P.O. BOX 7539, JOHANNESBURG giug 


XUM 


@ the treatment ot unc mplicated 
Yj | | | | 
whenever dietary restriction must be 
imposed, as in cardiac patients | 
is | 
: 
KONSTANZ 
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the broad-spectrum antibiotic clinically 


BE SF. 
| BEST. 


oe as to effectiveness, wide margin of safety, 
predictability of therapeutic success 


TERRAMYCIN 


brand of oxytetracycline 


available in a full range of oral, parenteral and topical dosage forms 


World’s Largest Producer of Antibiotics 
PFIZER LABORATORIES South Africa (Pty.) Lid., P.O. Bow 7824, Johannesburg 


*Trade Mark of Chas. Pfizer & Co. inc. ' 
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WITHIN 
THREE 
YEARS 


MEGIMIDE 


Brand of Bemegride 


in Barbiturate 
Poisoning and 
Anaesthesia 


MEGIMIDE 


successfully counteracts the 
central nervous and res- 
piratory depression produced 
by barbiturates. 


DAPTAZOLE 
Brand of Amiphenazole 
with Morphine 
in the control of 


severe pain 


DAPTAZOLE prevents res- 
piratory depression and other 
side effects of morphine and 
its derivatives, and permits 
their safe administration in 
doses adequate to procure 
complete analgesia. 
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No less than 150 medical 
publications have discussed the 
restorative use of Megimide 
and Daptazole with barbitu- 
rates and morphine. 


“Whatever its mode of action, there is no 
doubt that bemegride is a valuable advance 
in the treatment of barbiturate coma.” 

Lancet Leading Article ii (1956) 980. 


““Megimide brings about a rapid recovery of 
consciousness in patients under light or deep 
barbiturate anaesthesia.” 

Med. Proc. (1956) April, 200. 


“Our series now extends to 400 cases (of 
termina! carcinoma). There is no doubt at 
all that a deep and prolonged analgesia is 
obtained with morphine in the presence of 
amiphenazole.” 

Lancet ii (1956) 464 


A. & G. NICHOLAS, LTD., 


Ethical Pharmaceuticals, Slough, Bucks., Eng. 
Samples & literature on request from the distributors: 


KEATINGS PHARMACEUTICALS, LTD., 


Bex 256 


JOHANNESBURG 
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The Natives are less prone to seek the 
specialist's advice as the majority dread the 
loss of the uterus with consequent sterility, a 
tragedy to their minds. 

The commonest conditions met with in 
Indians are a fibro-myomatous uterus and 
cystic disease of the appendages and ovaries. 
In both Indians and Natives, carcinoma of 
the cervix and lacerations of the cervix are 
comparatively common. Multiple fibroids, 
ectopic gestations, abortions and miscarriages 
predominate in Natives. I have already men- 
tioned the rarity of pyosalpinx in Indians, but 
in Natives it is by far the commonest condi- 
tion met with, even more so than pregnancy. 
The reason for this is, of course, because pros- 
titution is such a well-recognized trade, with 
no discrimination between their own race, the 
Indian and quite often the European. I have 
been told by more than one tea-room pro- 
prietor that it is quite common for these 
Natives to come into the shop on Mondays 
with handfuls of silver to be changed into 
notes. This vice is now also spreading to the 
rural areas, due to removal or lack of tribal 
influence and easy methods of transport to 
and from towns. 


In confirmation of these statements, I will 
relate the usual history given by young Native 
girls from 16 to 26 years. The girl comes 
in and complains of a pain on the top of the 
head, down the back, behind the legs, in the 
chest and, of course, pain in the bladder. The 
diagnosis, even by a casual glance, can be 
made of pregnancy. Examination of the abdo- 
men reveals old lineae striae and pregnancy 
of anything from 4-9 months. My first ques- 
tion is, ‘Are you married?’ ‘No.’ ‘How many 
children have you had?’, and her answer is 
anything from 1-9. One who said 9 was only 
27 years old, and showed no shame whatever. 
Even if there is no pregnancy, the patients are 
found to have a profuse yellow vaginal dis- 
charge with a most unreliable menstrual his- 
tory. No wonder pyosalpinx is the com- 
monest of the gynaecological conditions pre- 
sent. 


The frequency of pregnancy and venereal 
diseases in the young unmarried Native female 
to-day is tragic, when not so many years ago 
to those of us who knew the Native under 
tribal influence, this was almost unknown. 
Industrialization and civilization may have 
their advantages, but they have had cruel side 
effects on a race who were once fit, strong, 
virile and met illness in a philosophical and 
often heroic manner. This fact must surely 
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stimulate the European to make greater efforts 
to assist the medical profession in combating 
the causes of these side effects. 

The treatment of so many of the diseases 
met with in the non-European is preventable, 
and although the problems appear insurmount- 
able, their solution is not impossible. We 
can learn from our mistakes and, before leaving 
this section, I would like to record an instance 
of this truth. 

A young Native girl, 22 years old, was referred 
to the Clinic as a case of an acute abdomen. Her 
history, as usual, was most unreliable. She stated 
that up to 24 hours before admission she was quite 
well, when she suddenly developed an acute pain 
in the abdomen, but did not vomit. A large, soft, 
mobile tumour, the size of a five months’ pregnancy, 
was felt above the pubes. She appeared to be in 
great pain. Pelvic examination revealed what 
appeared to be a solid round tumour, the os uteri 
not unduly soft, no uterine haemorrhage, no direct 
evidence of pregnancy, or of faeces in the rectum. 
A diagnosis of a twisted solid ovarian tumour was 
made. An X-ray examination was carried out to 
exclude the possibility of pregnancy before submis- 
sion to the Hospital. This showed a large, opaque, 
oval, solid tumour with no evidence of pregnancy. 
A catheter was passed and an ounce of urine ob- 
tained. The patient was then sent to the Hospital 
with the unanimous decision of a twisted solid 
ovarian tumour. On arrival at the Hospital (a 
Saturday morning) all her pain had disappeared. 

After examination, the patient was instructed to 
report to the Hospital Gynaecological Clinic on the 
following Wednesday. As she lived 20 miles away, 
she was returned to the Clinic and placed in the 
Observation Ward for the week-end. On Sunday 
one of the outside medical practitioners on the 
week-end roster was called down to see another 
patient and he was asked to see this patient who 
was again in pain. He ordered a high soap and 
water enema. On the Monday morning I saw her. 
I did not re-examine her (a mistake I now regret) 
but gave instructions that she was to attend the 
Gynaecological Clinic held every Monday at 2 p.m. 
and that the X-ray film was to go with her. The 
gynaecologist examined the film. He found no 
tumour and a normal uterus, which he confirmed 
by passing a sound. I was informed and imme- 
diately made a further examination. I was astounded 
to find everything normal. 

Enquiries the next day about the result of the 
enema, which had not been reported, revealed that 
it had been ‘very good’. The patient had unfortu- 
nately been taken home on Monday night and I 
was unable to have a further X-ray examination, 
which would have been invaluable in showing that 
even faeces can produce a large opaque tumour. 
This is my first experience of this clinical pheno- 
menon and a valuable lesson has been learnt. 


SUNSHINE AND FAIR WEATHER DISEASES 


The busy months, shown by returns, are from 
September to February, with November and 
December at the top of the poll. Many of 
the diseases described under true diseases are 
with us all the year round, but there are two 
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more prevalent in the warmer months than 
others, viz. diarrhoea and backache. 

Diarrhoea. Clinically, of course, this condi- 
tion is a symptom of disease. It is the com- 
monest complaint during the warm months 
both by adults and babies brought by their 
mothers. The history usually put over by these 
patients (or their mothers, as the case may be) 
is one of multiple stools, passing of blood and 
vomiting. Experience has now made me ex- 
tremely cautious, so much so that I have now 
a set stock of questions before deciding on 
treatment : 

How many motions since sunrise? 
thing from one to ten). 

How many the day before? (So many they 
were unable to count). 

The mothers are in addition asked if they 
have been using an enema, to which the 
answer is invariably ‘yes’. 

Then follows the general and local examina- 
tion, and if no corroborative evidence is appa- 
rent, such as enlarged liver, dehydration, a 
local expulsion per vias naturales during 
examination or evidence on the napkin, etc. 
the patient is placed in the Observation Ward 
for confirmation. If we are successful in 
obtaining a stool, it is forwarded to the Patho- 
logical Laboratory for report when this is con- 
sidered necessary. 

In the Observation Ward. Some of the 
cases referred to this ward are, of course, 
genuine enough. Many are due to over-indul- 
gence during the week-end in drinking and 
eating, poisoning from tinned food and eating 
of half-cooked and decayed meat. This type 
of case appears to be much more prevalent 
in hot weather and during the season of 
ripening fruits. 

In babies I have found the commonest 
causes to be irregular feeding, the mixing 
together of various proprietary foods and the 
fact that mothers or others who are left to 
look after these babies feed portions of their 
own food, irrespective of the baby’s age. 

Most adults referred to the Observation 
Ward, except the genuine cases, find this pro- 
cedure rather irksome. It is often somewhat 
difficult to produce the necessary stool as 
evidence for the certificate which they had 
expected to obtain in a less arduous way. Many 
remain for 1-3 hours without producing 
evidence to substantiate their history. It is 
then necessary to resort to some simple treat- 
ment, such as the administration of a large 
dose of Epsom salts or the old-fashioned 
Mist. Alb. in hot water to produce a stool, 
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when the pathologist may find the odd one 
with chronic amoebiasis, segments of a tape- 
worm or some other intestinal parasite. 

I will relate a typical example of the results 
obtained under this heading after referring one 
of these suspected cases to the ward. 

A Native female, aged 36 years, whom I saw at 
10 a.m., stated she had had 10 motions containing 
blood and mucus since sunrise, and so many the 
night before she was unable to count because she 
was in and out of bed all night. I gave instruc- 
tions that all motions passed must be counted and 


‘charted and one kept for my personal examination 


the following morning. The diet was water ad lib. 
On my return to work, I was informed that the 
patient had slept all night and had been asking for 
food since day-break. A soap and water enema 
produced a stool that the bedpan had difficulty in 
holding. Diarrhoea has, in my experience, often 
been found to be caused by constipation. 


Babies, especially those of illegitimate birth, 
are brought to the Clinic with acute enteritis 
during the hot weather, im extremis. It is 
difficult not to be suspicious of the intention 
of these mothers. 

The Enema and the Enema Sore. It is 
extremely common for Native Mothers to give 
their babies an enema for all illnesses. This 
bad practice may result in a tear of the exter- 
nal sphincter, invariably at 5 o'clock on the 
anal margin. It has now become such a recog- 
nized clinical symptom that I have named it 
‘an enema sore’. The abuse of this practice 
has resulted, in some cases, in an anal fissure 
requiring surgical interference. It has been 
extremely difficult to obtain any reasonable 
answer for its frequent use. The usual reply 
is that it washes away the poison which is 
causing the illness and stops the vomiting. 
Vomiting is mentioned in most of the illnesses 
of Native babies and always when diarrhoea 
is the complaint. 

The enema constituents are numerous and 
varied, of which the chief are an emulsion of 
blue soap, a mixture of an infusion of herbs 
or roots or a combination of all of them. No 
wonder difficulty is experienced in trying to 
solve the causes of the numerous rashes seen 
daily. 

There are 3 mechanical instruments known 
to me which are used by Natives in giving an 
enema. The commonest, because of its anti- 
quity, its cheapness, its frequent use by the 
inyanga and the most easily obtained by the 
rural Native, is the horn of a young ox, from 
which the top has been removed. The other 
two, mostly used by the urban Native and so 
easily obtained through trading stores and 
chemists, are the complete all-rubber variety 
and the rubber bulb with a vulcanite stem. 
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So far, it is remarkable that perforation of the 
rectum has not been encountered following 
the use of the horn or the vulcanite stem. 

The method of using the horn is to push 
the tip through the anus, then pour the con- 
tents into the funnel. The mouth of the 
operator then engulfs the funnel and blows 
the contents into the rectum. The quantity 
blown into the rectum depends on the willing- 
ness or otherwise of the patient to withstand 
the onslaught. 

Backache. This is also a symptom of 
disease, but commonly complained of by the 
non-European, particularly in anticipation of 
a certificate for unfitness for work. It is en- 
countered at all ages and seldom left out in 
the rambling histories which the non-Euro- 
peans invariably put over to obtain what they 
call ‘a full examination’. The only reason I 
can offer for its frequency during hot weather 
is that travel is easier, more congenial and 
more comfortable than in cold weather. 

I have evolved a method of examination 
which avoids the majority of clinical errors 
and can be carried out in the shortest possible 
time—an asset when great numbers of patients 
have to be dealt with. 

The psychological element is just as pro- 
nounced in the non-European to-day as it is 
in the European. Fads and fashions continue 
in medicine just as in commerce. Physicians 
reaped a harvest with high blood pressures, 
chronic amoebiasis and many other fashion- 
able diseases. Surgeons, too, with the chronic 
appendix, the vagaries of adhesions from gene- 
ral enteroptosis, etc. The E.N.T. surgeon is 
now coming into his own with the non-Euro- 
pean with the removal of those guardian 
angels of the fauces, the deflected septum, 
drainage of the sinuses, etc. The gynaecologist 
is benefiting from the complicated conditions 
associated with the uterine appendages, the 
increasing caesarean operations, the insufflation 
of the tubes, etc. The orthopaedic surgeon 
now does numerous stabilizing operations, 
occupying precious hospital beds for weeks for 
all kinds of congenital and acquired conditions. 
The motor-car has been his ‘bonsella’. But 
topping the poll at the moment is the 
psychiatrist. 

To cope with this latest fashion amongst 
the Natives and to sort out its followers from 
the genuinely sick, my method of examination 
is as follows: 

I ask the patient to strip, after listening 
to the history. In many cases, the gyrations 
and contortions exhibited in the removal of 
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the clothes immediately cancel out the history. 
I consider it must often be difficult to support 
a history of severe pain in the back or the 
neck. In the rural Native female, I have often 
counted no less than 8 pieces of clothing 
before exposure of the final beads and cowhide 
apron. In the uneducated Native male, who 
has obtained work in town, it is quite common 
to see a coat, two vests, a pullover, underpants 
and trousers all camouflaged by the workman’s 
overall, before reaching the beads and moochi. 
The apparel of the Asiatic is much lighter, 
but the ever-present pyjamas under the 
trousers is generally a certainty. Winter or 
summer makes very little difference, except 
that in cold weather the Native may add a top 
coat or an extra blanket. 

The general examination follows the 
removal of the clothes, when special attention 
to any deformities of the spine or elsewhere 
is given. If these are present, the examination 
naturally becomes that of the particular condi- 
tion found. If they are absent, the patient is 
then put through the usual extension, flexion 
and rotary movements with the knees ex- 
tended. It is sometimes amusing to watch the 
energy which youths put into these movements 
and thereby completely, but unknowingly, dis- 
integrating their hopes of success in obtaining 
an unfit certificate. After this the patient is 
told to get on to the couch, a process he 
always starts by facing the top, climbing on at 
the bottom, turning round to the left and 
finally lying flat. Once in this position, he is 
asked to sit up and then lie down again. Those 
who exhibit difficulty in the standing position 
invariably carry out these movements on the 
couch without any difficulty whatever, except 
where a genuine disability exists. A quick 
glance at the heart, lungs, teeth, etc., com- 
pletes the examination. 

I have therefore found that the complete 
stripping of the patient pays dividends in 
eliminating the psychological cases and classi- 
fying those with gross disease. While the 
patient is undressing, the history is recorded 
and, during dressing, the forms are completed 
for any further investigations which may be 
found necessary. Backache is a popular com- 
plaint of domestic servants, industrial labourers 
and washerwomen on Monday mornings when 
over-indulgence during the week-end has 
resulted in their finding difficulty in reporting 
for duty. 


COLD AND WET WEATHER DISEASES 


Most of these diseases, other than those men- 
tioned before, are influenza, the common cold 
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(so named), sore throats either due to diph- 
theria, the haemolytic streptococcus, Vincent's 
or other organisms. Occasionally, the secondary 
syphilitic throat crops up. Of course, we have 
our quota of chicken-pox, mumps, measles, 
whooping cough and a large number of pneu- 
monia and broncho-pneumonia cases, especi- 
ally during epidemics. I have found that 
where a pneumonia, broncho-pneumonia or 
bronchitis does not clear up within a reason- 


able time, X-ray often reveals a tuberculous | 


infection. 

Acute rheumatic conditions are compara- 
tively rare, but those of a chronic nature, 
affecting the joints, are met with commonly. 
The nature of the organism, if not that 
of syphilis and gonorrhoea, is seldom diag- 
nosed. When further investigation is con- 
sidered necessary and beds are available, the 
patient is referred to the Specialist Physician’s 
Clinic for his comments. 

During this type of weather, psychotics and 
cases of diarrhoea are conspicuous by their 
absence, except for the ‘regulars’ who spend 
most of their time haunting the Clinic. 


SURGICAL CONDITIONS 


Of those already mentioned, I wish to enlarge 
on two only, viz. : 

(a) The persistent demand by both male 
and female Natives for the reconstruction of 
the lobules of the ears. In the past the lobules 
were perforated and gradually enlarged so that 
adornments could be inserted (usually large 
pieces of wood). The Native ambition now 
is to imitate the European by wearing large 
and small ear-rings attached to the lobes by 
means of screws. These are now available 
with scintillating coloured stones worked into 
elaborate and fantastic metal frames, at a cheap 
price. They are easy to attach and can be 
changed to meet the fads and fashions of 
modern conditions. This demand is made 
mostly by the rural Native. The urban Native, 
born and bred in a civilized community with- 
out any knowledge of tribal customs, grows 
up with the ear lobules untouched much as 
we do. 

(4) The reluctance, especially of the rural 
Native, to consent to the radical cure of a 
hydrocele. He is quite prepared to have the 
fluid drawn off under a local anaesthetic and 
under his personal supervision, so to speak. 
Under a general anaesthetic he fears that the 
removal of his testicle is a certainty. This to 
him is as tragic as the loss of a uterus is 
to the female. 
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COMPENSITIS 


All these cases are handled by the Surgeon 
Specialist at the Clinic. My own personal 
experiences of this ‘disease’ were obtained 
elsewhere, but they have been persistently and 
regularly confirmed by him. 


* * * 


There are still what I call ‘the crumbs 
which fall from the master’s table’, which 
require some comment, because they are the 
patients who make up the remainder of the 
daily routine work, and whom nobody seems 
to want. We continue to advise treatment until 
the time arrives for their disposal elsewhere. 
Some of the disgruntled patients. drift else- 
where either to outside general practitioners, 
to chemists and even to the imyanmga in the 
hope that they will achieve something in the 
way of treatment that satisfies themselves more 
than their complaint. There are those who 
confess after some questioning that they are 
already receiving treatment from other hos- 
pitals, chemists, health centres, imyangas and 
other sources, and are taking bits and pieces 
of the treatment prescribed by each. I doubt 
very much whether their ailments are im- 
proved by this mass treatment. In fact, I 
have seen many cases where harm has resulted, 
especially from multiple antibiotic injections, 
applications of various lotions for rashes, the 
mixing of various proprietary foods, etc. 

When the general practitioner and the pub- 
lic recognized and adhered to ethical rules, 
doctors used to have patients. Since competi- 
tion on a commercial basis has increased so 
much in the profession, which no one can 
deny is evident to-day, patients have decided 
to have doctors. I cannot but foresee many 
difficult situations arising from this growing 
habit unless some method is inaugurated to 
combat it. Much of this is due to the keen 
competition, increasing strides of commerce 
and the facilities of quick and comfortable 
travel for everyone. 


THE ‘CRUMBS’ 


These comprise : 

1. Pregnancy. 

2. Venereal Diseases. 

3. Asthma, coughs, domestic complaints, etc. 

1. Pregnancy. Although ante-natal clinics 
exist for both Indians and Natives, a large 
number of cases is seen at the Clinic. Many 
arrive well advanced in labour. Abortions 
and miscarriages are daily occurrences. They 
are sent to the Hospital, except in a few cases 
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where immediate treatment is first carried out. 
My own estimate is that 80% of these patients 
are unmarried. It is also remarkable how 
‘hospital-conscious’ both the urban and rural 
Natives have become when a baby is due. 
In the urban Native, the reasons are obvious, 
but they are not quite so obvious in the rural, 
except perhaps in primiparae. 

An example of this ‘hospital-conscious’ 
attitude was brought forcibly to my notice by 
a strong, well-stringed, beaded and adorned 
rural Native patient who demanded to go to 
hospital for her eleventh baby. She had had 
10 normal confinements without even a 
perineal tear or any complications whatever 
at her kraal. Her explanation was good food, 
good attention and no outlay. The patient 
lived 40 miles away and I have no doubt that 
the eleventh would probably be a B.B.A. at 
her kraal. 

Pregnancy in the urban Native is mostly 
seen in unmarried girls; the causes of this I 
have already described. There are naturally 
those urban married women who occasionally 
attend the Clinic for complaints not due to 
their pregnancy. These cases have already been 
to the Ante-Natal Clinic and many of them 
are confined in their own homes by the District 
Nursing Staff. The turnover at the Edendale 
Hospital is about 4,000 a year—a striking con- 
trast to the earlier days when it was a rarity 
to confine a Native in a hospital. This ordinary 
physiological process is now creating a heavy 
demand for accommodation in hospitals. 

2. Venereal Diseases. This problem remains 
despite antibiotics, regulations and recognized 
statutory provisions for treatment. 

Syphilis and gonorrhoea are diseases which 
can and could be avoided. They complicate 
and are implicated in many of the diseases 
seen at the Clinic. From my experiences there, I 
am of the opinion that further attempts should 
be made to solve this problem, more especially 
from the propaganda point of view. 

Gonorrhoea has actually been designated as 
‘a week-end disease’, contracted on Saturday 
and free of clinical signs on Monday from 
one dose of 8,000,000 units of penicillin. This 
may be so, but I have yet to see a patient 
who has contracted another chancre after 
receiving the recognized treatment for syphilis. 
We are told that, after intensive treatment, 
any further chance of infection is unlikely. If 
cure has been brought about by this intensive 
treatment, then why do we not see cases with 
a fresh chancre? My experience leads me to 
the conclusion that the disease is only hidden 
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by modern treatment and not eliminated. This 
observation is clinically found in the numerous 
cases of chronic syphilis and chronic gonor- 
thoea (evidenced in the numerous pyosalpinx 
cases seen in the female, orchitis in the male, 
and the shreds in the urine of the male). 
The frequent use of antibiotics has made the 
Wassermann and V.R.DL. reactions of almost 
no clinical importance whatever. Patients are 
constantly receiving antibiotic injections 
whether these are necessary or not; and what 
is worse, the patients keep silent. In spite of 
the present habit of using antibiotics even as 
a placebo or on the chance of obtaining a 
result, we still continue to see numerous 
patients with profuse yellow vaginal and pro- 
fuse urethral discharges. 

No bacterial investigations have been carried 
out to support this contention, but it is my 
belief that, although secondary infection may 
be a contributory factor, the original venereal 
infection is still one of primary importance. 
Chronic syphilis is so rife at the Clinic that 
it would be a calamity if a shortage of potas- 
sium iodide occurred. 

I do not, for one moment, undervalue the 
great advantages which antibiotics and the 
sulphonamides have brought about in the 
treatment of these two diseases; but there still 
remains a great deal to be achieved by paying 
more attention to the social welfare aspects 
rather than leaving the eradication solely to 
the medical authorities. 

3. Asthma, Coughs and Domestic Com- 
plaints. Asthma is rapidly becoming one of 
the most frequent conditions of the many 
respiratory diseases seen at the Clinic. It is 
extremely common in the middle-aged Indian 
female, the aged Indian male and the young 
Native female. The numerous factors which 
cause bronchospasm are well known. Many 
are complicated and in a’busy clinic with a 
patient struggling for breath, there is little 
time for anything but a rapid survey of the 
general condition to exclude gross disease. In 
all cases (except those with ‘status asthmati- 
cus’ which are sent to the Hospital) routine 
treatment is given in the Observation Ward. 
After the attack has been relieved, I have 
made a routine practice of having the chest 
X-rayed. Occasionally something more than 
the usual bronchitis and emphysema is found. 
The type of weather does not appear to 
influence the number of cases seen, but Mon- 
day is the usual day for the ‘regulars’. Many 
of these appear to have a well-marked psycho- 
logical background, the cause of which is often 
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difficult to ascertain, but a good guess in the 
Native female is a week-end of frivolity with 
a late return to work followed by a reprimand 
by her employer. Asthma in the Native, both 
rural and urban, is undoubtedly on the increase, 
which I think is due to the strains and stresses 
so closely associated with life in the modern 
civilized world. 

Coughs. I have already referred to the 
clinical importance of wax in the ears as a 
common cause of coughs, especially in child- 
ren. Respiratory diseases naturally account for 
the majority. Whooping cough is compara- 
tively common. The relaxed uvula, a chronic 
pharyngitis and even nasal conditions are sus- 
pect if mo other cause can be traced. The 
stomach cough of the chronic alcoholic is 
chiefly confined to Indians who drink cane 
spirit in the same way that the true Scotsman 
drinks whisky. An odd case or two is some- 
times seen due to inhalation of various 
irritants. The Native who works in an atmos- 
phere of dust generally plugs both nares with 
a piece of waste. He does this before he 
starts work in the hope that irritation will be 
avoided. 

Considerable difficulty is experienced in 
carrying out auscultation in all non-Europeans, 
because they either hold their breath com- 
pletely or breathe like a bull. They do not 
understand how to use their intercostal 
muscles, even when shown, and persistently 
use the abdominal muscles instead. To attempt 
percussion is simply a waste of time at the 
Clinic because it is anything but a quiet place 
in which to work. Unfortunately, the injection 
and dressing rooms open on to our cubicles 
and, in particular, Native infants are renowned 
for their lusty yells. The absence of noise, in 
my opinion, is most essential for a thorough 
clinical examination. To have to recourse to 
mechanical aids before we have exhausted 
our five senses takes away from the keen 
clinician the whole charm of the art and 
science of medicine. 

Domestic Complaints. It was quite common 
in years gone »y for patients to seek advice 
from their minister of religion and their gene- 
ral practitioner for guidance in overcoming 
some of the little domestic matters which had 
a bearing on illness. It is somewhat remark- 
able that the non-Europeans have also re- 
quested similar advice at the Clinic. 

Indians occasionally ask for advice about 
birth control. It is well known that a family 
of 10-12 children is quite common. These 
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cases are referred to the Session of the Gynae- 
cologist for the necessary information. 

Children with mental deficiency and rela- 
tives who are old and infirm are brought along 
in the hope that some advice can be given to 
relieve the domestic anxiety which they often 
cause in their homes. 

Before the influx of Natives into the towns 
seeking work, these cases were always looked 
after at their kraals by those who, by tribal 


‘custom, were allocated to this duty. To-day 


the kraal is often an empty kia. Children go 
to school, and the adults go out to work, leav- 
ing the old and infirm to fend for themselves 
the best they can. As soon as they are unable 
to do so, they are brought to the Clinic in an 
emaciated and filthy condition. Their disposal 
is often a very difficult problem and one which 
is hardly the work of the medical practitioners. 
This type of case is yet another example where 
social welfare work by the more educated non- 
European might assist in the solution of the 
problem. 

On the other hand, two cases are worth relat- 
ing in which I was able to straighten out 
domestic matters favourably to both parties. 

Case 1. A strong, young Native male com- 
plained of sterility. I immediately asked: 
“How do you know you are sterile?’ This was 
his story told in his own words. 

‘I have fallen in love with my previous 
lover, whom I used to go out with some years 
ago, but she refuses to marry me because I 
have been unable to put her in the family 
way’. I asked him how he knew that his 
lover was not to blame. ‘Oh’, he said, ‘she 
has had 2 children with the lover who had 
been going out with her after I was thrown 
out.’ 


This lover had disappeared into the blue and 
left her with the two children, but she was 
only prepared to take my patient back if he 
could make her pregnant. To his way of 
thinking, he was therefore the guilty party. 
Unknown to me, his lover had also been to see 
me complaining of sterility, and I had dis- 
covered that she had had a double pyosalpinx 
which had apparently completely cleared up. 


I put the male on to treatment with strict 
instructions about his celibacy. I then forgot 
all about the episode. Four months afterwards, 
his sweetheart came to see me, stating she 
had not seen her periods for 3 months and 
wanted to know if she was pregnant. The frog 
test was positive. A successful result to a 
domestic affair! 
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Case 2. A raw Native, aged 58 years, 
complained that his second wife, apparently a 
comparatively young woman, had accused him 
of failure in his marital relationship. He would 
be grateful if I could give him some treatment. 
I asked him how many children he had. The 
answer was 5 with his first wife and 5 with 
his second. I remarked that surely this was 
enough, to which he agreed. He had, however, 
come to find out whether there was any reason 
for his problem or any treatment which would 
alleviate the domestic situation which had 
arisen. 

Here was one of those grand old types of 
raw Native who stuck to tribal custom, was 
a model of honesty and truthfulness and rarely 
seen at the Clinic. Except for a top coat, he 
was dressed in the typical Native fashion, i.e. 
a raw hide apron and a moochi. I made a 
complete general and local examination. Gene- 
ral examination was negative, but on lifting 
up his moochi, I found he had only one 
testicle, otherwise everything appeared normal, 
but I noticed he was not wearing his ‘ phallus 
box’. I told him he was not properly dressed, 
but he said that he was in such a hurry to 
catch the bus that he had had no time to put 
it on! 

I advised the ordinary treatment generally 
given in cases of this nature, and asked him 
to come back in a fortnight to report progress. 
He reported on the dot. I naturally re- 
examined him and found the ‘phallus box’ 
in position. ‘Ah, you are properly dressed’, 
I said. ‘Yes, Nkosi, I knew you recognized 
our customs. My domestic relations are much 
better now and I am thankful to you’. 
Another example where a domestic affair was 
brought to a successful termination by the 
fundile. 


INJECTIONS 


Nobody will deny the value of injections in 
the prevention, alleviation and cure of disease, 
but they must be used with discretion. To-day 
the demand by the public generally for an 
injection as a ‘cure-all’ has become so fashion- 
able that the general practitioner, being in the 
first line of defence, must do some hard 
thinking if he is to be of any value in prevent- 
in the abuse and mis-use of these injections. 
To employ them as a means of increasing 
income must be mentioned only to be con- 
demned. To use them as a means of con- 
vincing our patients that we are conversant 
with all the modern methods of treatment is 
also, in my opinion, a poor method of trying 


MEDICAL PROCEEDINGS - MEDIESE ByDRAES 603 


to retain the faith of the patient, where com- 
mon sense and experience will do much more 
in assisting his recovery, without any fear of 
the complications which can and do arise from 
the wrongful use of injections. 

Already we have moniliasis, the cause of 
which in some cases is attributed to antibiotics, 
either from abuse or from the allergic dia- 
thesis of the patient. The effects on the intes- 
tinal flora, the sensitivity of the patient and 
the often alarming reactions are of daily 
occurrence to the observant clinician. 

I have already mentioned my observations 
of the effect of antibiotics on syphilis and 
gonorrhoea. 

Then again, we must realize that Nature 
has made no two of us alike. Mass production 
and administration is obviously wrong. The 
increasing habit and demand for injections, 
both in the prevention and treatment of 
disease, is producing new diseases which are 
now recognized by scientists and those in the 
medical profession who have better facilities 
for study than the general practitioner. Already 
preparations exist, by injection, for the treat- 
ment and prevention of these new diseases. 
Time alone will prove whether the multiple 
injections patients now receive for the preven- 
tion of disease will prove beneficial. One type 
of injection may break down the immunity 
created by another. Where the treatment of 
a disease by injection is known to be success- 
ful, we never fail to use it; but we must at 
first, as clinicians, be able to diagnose or sus- 
pect the disease. 

It is also our duty to use the recognized 
inoculations against disease. This is not 
always easy in the non-European, who cannot 
see the sense of having treatment for some- 
thing he does not suffer from. When he is 
sick, however, he insistently demands injec- 
tions, particularly for his sick children. The 
children obviously do not appreciate their 
elders’ solicitude. Unfortunately, the injections 
are carried out by the non-European Female 
Nursing Staff (except those by the intravenous 
route) in the Injection Room which, as men- 
tioned before, opens directly on to our cubicles 
on the one side and the Dressing Room on 
the other. The entrance is from the Main Hall. 
The noise from these two rooms is something 
to be experienced, and they should, in my 
opinion, be sound-proofed as far as humanly 
possible. 

The methods of injection are simple and 
efficient, but not always sympathetic. They are 
administered army fashion and no heed what- 
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ever appears to be paid to the resentment of 
the patient. However, only occasionally, in 
spite of the hundreds of injections, does an 
abscess result. This occurs, in the great 
majority of cases, where too short a needle is 
used in a fat patient. This speaks highly of 
the non-European nurse’s technique in the 
accomplishment of this daily and often 
monotonous routine. 

The non-European who so frequently com- 
plains of backache, hopes for an injection in 
this area because he knows where the injec- 
tion goes, ie. where he wants it and where 
he will get it. The result is often miraculous! 

Much more could be told about this modern 
method of treatment by injections, but the 
solution of future problems I will leave to 
others more competent than myself. 


AFTER-THOUGHTS 


My experiences and observations at this Clinic 
have naturally raised, in my own mind, after- 
thoughts of what can be done to improve the 
ever-increasing demand of the non-European 
for medical attention. 


The Provincial authorities, during the recent 
opening ceremonies of the hospitals at Dundee, 
Newcastle and Eshowe, broke the ice by dis- 
closing to the public the great financial strain 
that the hospital service for the non-European 
had created. This problem is now being 
tackled with the attention it certainly deserves. 
So far, no mention has been made of creating 
a National Health Insurance Scheme for the 
non-European. Although such a scheme was 
envisaged in 1945 for the Europeans by Dr. 
H. Gluckman, the Minister of Health at that 
time, it was turned down by the medical pro- 
fession as not feasible or appropriate, but it 
was suggested by many that a trial of such a 
scheme for the non-European might be con- 
sidered. In my opinion, such a service is 
again worthy of consideration for at least part 
of the solution of the problem in meeting 
these demands. 


Since 1945 Medical Aid Societies have 
sprung up like mushrooms for Europeans, but 
nothing has been done of much importance 
for the non-European, except for the Local 
Health Commission where the social services 
have been considerably enlarged. A few medi- 
cal practitioners have hinted at the formation 
of Medical Aid Societies for Natives. If my 
information is correct, some already exist, 
served by the more enthusiastic medical prac- 
titioner. 
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Those who are interested should read the 
most comprehensive and exhaustive report by 
the National Health Services Inquiry Commis- 
sion, presented to the Legislative Assembly 
of Southern Rhodesia in 1946, where all 
aspects involving the general practitioner, 
Health Departments, etc. are explained in 
minute detail. 

Strenghtening my opinion of the benefit of 
the inauguration of a National Health Insur- 


‘ance for the non-European is a report in the 


press, which stated that 10 years ago £890,000 
was spent on hospitals in Natal. In 1955-56 
the amount had arisen to £4,342,942. What 
will be the amount in the next 10 years? I 
doubt whether the European will stand the 
amounting expenditure without the non-Euro- 
pean being made to increase his quota towards 
meeting it. 

The Native at the Clinic is paying no more 
than he did at Grey’s Hospital, Pietermaritz- 
burg, 45 years ago, and even the amount he 
is asked to pay now is left to the discretion 
of the almoner. The wages of the Native in 
1911 ranged from 5-20s. a month; a few, but 
only a few, received larger amounts. To-day 
he can afford to and does pay regularly, 
amounts of 5-20s. a month for a banjo, expen- 
sive clothes, etc. Cigarettes, minerals (instead 
of the more nourishing and cheaper bottle of 
milk), cakes and sweets are a daily ‘must’. If 
the collection of amounts due on the hire- 
purchase system per month are so easy and 
apparently commercially safe, then I can see 
no reason why he cannot be made t» pay a 
regular monthly fee towards keeping himself 
and his family in good health. With the 
wages he now receives, he can well afford to 
assist himself if he is prepared to work 
throughout the year. 

The Native will never complain as long as 
he can get something for nothing. He now 
complains about his 30s. poll tax because he 
cannot see any personal individual benefits. 
Removal of these benefits with which the 
European has provided him, such as good roads, 
easy transport and many other facilities, might 
make him realize what 2s. 6d. a month means 
to his welfare. Another half-a-crown a month 
to make him understand the value of cleanli- 
ness, the benefits of inoculation, attention to 
the simple rules of sanitation and the medical 
facilities placed at his disposal, would 
encourage the European to assist in meeting 
this increasing expenditure necessary for the 
benefit of the whole community. 
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In 1955 the number of non-Europeans 
treated as out-patients in Natal hospitals was 
1,010,887. This number will increase more 
rapidly when the recently opened hospitals 
are fully and efficiently staffed. In the mean- 
time, the general practitioner will continue 
to do the spade work of these services until 
the gaps are filled in the hospitals by the 
various specialists. In other words, a full-time 
service for the non-European is gradually tak- 
ing place. 

If the present clinic is the fore-runner of 
further clinics to be established in country 
areas and staffed by general practitioners, I 
feel they should be ancillary to these larger 
hospitals. They must also be an integral part 
of any National Health Scheme for the non- 
European. Decentralization with the co- 
operation of the large hospitals is essential 
for the maintenance of efficiency between the 
clinics and the hospitals. 

Medical services in remote country areas 
have, in the past, been supplied by mission 
hospitals. They have filled an important gap 
in assisting the Provincial authorities in the 
alleviation of sickness in the non-European, 
and they deserve great praise and admiration 
for the way they have overcome many diffi- 
culties of administration, finance, etc. which 
these services entail. There is no doubt that 
they will continue to carry on their good work 
until good roads are opened up in these areas 
and industries develop. Further hospitals and 
clinics will then become necessary. This ser- 
vice of the missions will gradually disappear 
and allow them to continue more fully with 
the spiritual welfare of the non-European. 

The staffing of these hospitals and clinics 
may at first be difficult, due to domestic matters 
which may arise when transfer from one area 
to another is contemplated. Facilities for travel 
are, however, becoming so easy and rapid 
to-day that these teething troubles will decrease 
proportionately. 

Allocation of medical men to definite areas, 
through control by Medical Councils to avoid 
overcrowding, has already been established in 
some countries where a National Health Ser- 
vice exists. 

National Lotteries, These have solved great 
financial difficulties and assisted the authorities 
in many countries. In South Africa, this sug- 
gestion is quite out of the question where 
religion is a sine qua non and the health of a 
community appears to be secondary to a belief. 
Argument is therefore useless and can serve 
no purpose. 
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Other Aspects. There are a few other obser- 
vations that I have made at the Clinic which 
may, in the future, cause a little food for 
thought. 


It is well recognized that most communic- 
able diseases are spread by air currents and 
water contamination. Some, of course, are 
harboured and communicated by _ insects, 
winged or otherwise; but here again, water 
and air currents have an important bearing. 
It is also strange but true that most of the 
common diseases which produce minor dis- 
abilities are those where the actual cause is 
still unknown. They are also seasonal, some- 
times sporadic, endemic or epidemic. During 
an epidemic, considerable mental and physical 
strain is thrown on not only the medical prac- 
titioners, but the whole nursing staff. Industrial 
concerns require certificates for all ailments, 
housewives seek information whether the ail- 
ment is infectious, contagious and precautions 
necessary. In notifiable diseases, confirmation 
by the Medical Officers of Health, the filling 
up of all the necessary forms on disposal and, 
lastly, the refractory attitude so often evident 
in the non-European, all add to the difficulties. 
It is evident that considerable benefit would 
accrue from compulsory inoculations for non- 
Europeans, more especially in rural areas, 
against those diseases for which inoculation is 
recognized. Vaccination has been a great suc- 
cess in the prevention of epidemics of small- 
pox, enteric fever in two wars has been 
efficiently controlled, etc. 

Hospital beds are occupied for long periods 
because the treatment is, in some cases, more 
or less empirical. It is now a rule at the 
Clinic in all cases of suspected diphtheria, to 
give a prophylactic dose of serum, without 
waiting for the laboratory report of the 
character of the organisms. It has paid good 
dividends. Full-time District Surgeons in 
country areas could control and eventually 
virtually eliminate many of these diseases with 
regular periodic inoculation. In fact, many 
years ago when I was a District Surgeon, 
during a discussion with the Secretary of 
Health on the duties generally, it was argued 
that whole-time rather than part-time District 
Surgeons had many advantages, but with no 
result. In larger centres, this has now been 
the policy for some years. Social and hygiene 
services in rural areas would, I feel, do much 
good with propaganda in enlightening the 
Native on the dangers of water pollution and 
the benefits to be gained by attention to the 
simple rules of cleanliness generally. It is in 
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this sphere that the more educated Native 
who has been taught and realizes these benefits 
could undertake these duties, rather than that 
it be left to the European who has already 
done so much for his welfare. 


It is well known, however, that the Native 
who returns to his kraal after a period of 
service in a civilized community is inclined 
to revert to his primitive method of living, 
rather than to inculcate into his more ignorant 


brethren the advantages he has learned from’ 


the European. 
CONCLUSIONS 


My reason and aim in relating these experi- 
ences and observations at this Clinic is that 
I have always firmly believed that the general 
medical practitioner is the backbone of the 
profession and alive to the needs of the popu- 
tion he serves. To-day, the public (including 
the non-European and the Asiatic) demands 
specialist opinion and treatment and the gene- 
ral practitioner is taking a back seat. Yet, 
because he comes into contact with every type 
of illness, it is he who has his finger on the 
pulse of things. 

The knowledge gained at the Clinic has 
convinced me, however, that the general prac- 
titioner will finally come back into the front 
line again and be held in the same high 
esteem which he e~*>yca formerly. 

Progress has brought the division of illness 
into many separate water-tight compartments, 
and on the whole the general practitioner has 
co-operated with the specialists. This fact, 
however, has diminished the faith of the public 
in the general practitioner, and the public is 
apt to believe that he is not capable of treat- 
ing even the common diseases of everyday 
life. What is not realized is that the general 
practitioner treats the body as a whole, includ- 
ing the psychological aspect, whereas the 
specialist commonly only treats part of the 
whole. 

No one can deny that specialists are essen- 
tial in certain branches of medicine, and the 
advance of science demands these sub-divi- 
sions; but at the same time the different 
specialities are gradually reaching saturation 
point. In the Union of South Africa, the 
number of general practitioners in 1956 was 
6,987 and specialists 1,242, i.e. roughly 5.5: 1. 

To cope with the problem of medical faci- 
lities for the non-European, we need fewer 
specialists and more general practitioners. As 
it is, specialists are finding it more difficult 
to make a satisfactory living and obtain some 
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redress for their heavy monetary outlay. Some 
are even travelling to nearby towns on certain 
days, thus competing against local specialists, 
a practice which cannot but cause disruption 
eventually. 

As I see it, the ideal would be a group 
practice of general practitioners, formed from 
those who have gained and retained the con- 
fidence of the public, and specialists who, 
through no fault of their own, have been 
forced to take up general practice. In fact, 
this has already been done in some countries 
where groups of general practitioners with 
specialist qualifications have joined together 
in partnership with the ordinary general prac- 
titioners, with most successful results. 

In this way, the public get first class medi- 
cal advice. We have proved this at the Clinic. 
If we are stumped with a case, we call in a 
confrere who has had more experience and 
consequent knowledge of this type of illness, 
and he in turn will call us in if he strikes a 
case where he knows we have had more 
experience. At the tea break, we discuss 
different cases and pool our resources, and the 
results are most successful. 

Although group partnerships have recently 
been challenged, they are what the public 
really desires and as long as they recognize 
their limitations and hand over the insolvable 
cases to what I call the super-specialist (a man 
who usually has a private income or other 
source of revenue and can devote his time 
exclusively to his particular subject) the ad- 
vantages are obvious. 

I have tried in this paper to illustrate the 
problems which face us with the non-European 
population in this country, the type of illness 
with which they are stricken and the possible 
solutions. As a humble general practitioner 
at the end of the line, I am optimistic that 
with the tact, common sense and knowledge 
of human nature which every good medical 
man possesses, these problems can be over- 
come by the men who will have to cope with 
them. 

The recognized trilogy is ‘Faith, Hope and 
Charity’, but in this imstance, is not the 
greatest of these ‘Faith’? 


SUMMARY 


The author surveys and illustrates the clinical, 
administrative and social problems which face 
us in the medical care of the non-European 
population in South Africa. 

He considers possible solutions, and empha- 
sizes the importance of the general practitioner, 
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whether alone or in group partnership prac- 
tice, or as the important source of the staffing 
of any organized scheme for the provision of 
medical services on a national or a local scale. 


OPSOMMING 


Die skrywer verstrek ’n oorsig van en illustreer die 
kliniese, administratiewe en maatskaplike probleme 


waarvoor die mediese versorging van die nie-blanke 
bevolking van Suid-Afrika ons te staan gebring het. 

Hy oorweeg moontlike oplossings, en benadruk 
die belangrikheid van die algemene praktisyn, of 
hy nou al op eie houtjie optree of in ‘n graep- 
vennootskapspraktyk, dan wel of hy die bron is 
waaruit georganiseerde skemas vir die beskikbaar- 
stelling van mediese dienste op 'n uniale of plaaslike 
skaal van die nodige personeel voorsien word. 
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UP. 1956. 

Conybeare, < J. Textbook of medicine. 12 ed. 
Edinburgh: Livingstone, 1957. 

Cornwall, I. W. Bones for the archaeologést. 
London: Phoenix, 1956. 

Dale, P. M. "Medical biographies. Norman: 
University of Oklahoma, 1952. 

Dodd, H. The pathology and surgery of the 
wu of the lower limb. Edinburgh: Livingstone, 
1 

Griffiths, D. LI. age paraplegia. London: 
Oxford University Press, 6. 

ullan Theory 7 practice of nursing. 
7 ed. a Lewis, 1956. 

Haas: Experimental physiology for 
medical students. 6 ed. London: Churchill, 1956. 

Heller, H., ed. The neurohypopbysis: proceed- 
ings of the 8th symposium of the aed Research 
Society. London: Butterworth, 1957 

Ho! dsworth, W.G. Cleft lip and palate. 2 ed. 
London: Heinemann, 1957. 

Learmonth, Sir J. A search for similarities: the 
9th Macewan Memorial Lecture delivered in the 
University of Glasgow. Glas ee: Jackson, 1956. 

Mann, I. C. Developmental abnormalities of the 
eye. 2 ed. London: B.M.A., 1957. 

Martin, L. Clinical endocrinology for practitioners 
and students. 2 ed. London: Churchill, 1954. 

Massie, W. A. Medical services for roral areas. 
Cambridge: Harvard University, 1957. 

Meyer, A. W. Human generation: conclusions 
of Birdach, Déllinger and von Baer. Stanford: 
Stanford University Press, 1956. 


OversEAS MEDICAL 


Los Angeles, U.S.A. 9—14 March 
Madrid, Spain 16—19 April 
Philadelphia, U.S.A. 24—26 April 
The Hague, Netherlands 14—24 May 
Washington, U.S.A. 25—29 May 
Lisbon, Portugal May 
Stockholm, Sweden 25 June—1 July 


Micks, R. H. The essentials of materia medica, 
pharmacology and therapeutics. 7 ed. London: 
Churchill, 1957. 

Molet, L. Le bain royal a Madagascar. Tana- 
narive: Imprimerie Luthérienne, 1956. 

Nadas, A. S. Pediatric cardiology. Philadelphia: 
Saunders, 1957. 

Neame, H. A handbook of ophthalmology. 8 
ed. London: Churchill, 1956. 

New York City. Report of the committee for 
the special research project in the health insurance 
blan of Greater New York: health and medical 
care in New York City. Cambridge: Harvard 
University, 1957. 

Ovens, G. H. C. An approach to clinical surgery. 
Churchill, 1953. 

Pan-African Congress on Prehistory. Proceedings 
of the 3rd congress edited by J. D. Clark and S 
Cole. London: Chatto & Windus, 1957. 

Progress in Neurobiology. Proceedings of the 
lst international meeting of neurobiologists held 
at the department of anatomy and embryology, 
State University of Groningen. Amsterdam: Else- 
vier Publishing Co., 1956. 

Cecalesion and Res Function. 

posium held at Queen’s College, Dundee. St. 

University, 1956. 

Rob, C. Operative surgery. London: Butterworth, 
1956-57, vol. 1-3. 

Sargant, W. Battle for the mind. Melbourne: 

Spector, W. S., ed. Handbook of biological 
data. Philadelphia: Saunders, c1956. 

Taylor, A. S. Principles and practice of medical 
jurisprudence. 11 ed. London: Churchill, 1956-57, 
vol. 2. 

Wirz, P. Exorcism and the art of healing in 
Ceylon. Leiden: Brill, 1954. 


CoNnGRESSES IN 1958 * 


International College of Surgeons, 23rd Annual Congress 
and Convocation of the United States and Canadian 
Sections 

International Academy of Legal and Social Medicine 

International Society of Internal Medicine—Meeting 

European Academy of Allergy—Congress 

3rd World Congress of Gastroenterol 

International Congress of Tropical Medicine and Malaria 

reunion 
11th Congress of the International Society of Urology 


* This information has been made available by courtesy of KLM Royal Dutch Airlines. 
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CIBA FOUNDATION AWARDS FOR 1958 


In order to provide further encouragement to 
research on | ga of ageing, the CIBA Founda- 
tion in London, an independent institution for the 
promotion of international co-operation in medical 
and chemical research, has organized another com- 
petition for the year 1958. The theme upon which 
candidates are invited to submit papers is entitled 
Basic Research Relevant to the Problems of Ageing. 

Approximately 5 awards, of an average of £300 
each, are being offered. Entries are to be judged 
by an international panel of scientists, who will 


advise the Executive Council of the Foundation on - 


their findings and will also have power to recom- 
mend variation in the size and number of the awards 
having regard to the standard of the entries received. 
The decisions of the Executive Council will be final. 

Entries must be submitted not later than 1 January 
1958 to: 

The Director, The CIBA Foundation, 41 Portland 
Place, London, W.1. 

Where a contribution is the work of more than 
one author, the name of the leading author should 
be stated first; the. Executive Council will pay the 
amount of the award to the first-named author, leav- 
ing it to the authors to apportion the amount 
between themselves. 

The work submitted may be unpublished, may 
have been published in 1957, or may be under con- 
sideration for publication. 
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If reprints in English are available, 10 copies 
should be provided. Papers may be in the candi- 
date’s own language but should not be more than 
7,000 words in length, and in all cases a summary 
in English amounting in words to approximately 
3% of the length of the paper must be attached. 
If the paper cannot be submitted in the form of a 
reprint, it must be typewritten, with double spacing 
and wide margins. Illustrations should then be on 
separate sheets, each with the author’s name, and 
should be numbered. Lettering and figuring upon 
them should be very clear. Legends should 
typed on separate sheets. Papers submitted cannot 
be returned to their authors. 

The results of the competition will be announced 
in the scientific and lay press in July 195s. 


Mr. R. J. Oswald, M.P.S., well known to medical 
practitioners throughout the Union as the Managing 
Director of Maybaker (S.A.) (Pty.) Limited, is leav- 
ing South Africa to return to the parent company 
in the United Kingdom. 

He will be succeeded by Mr. S. R. Pemberton, 
who has been with the May & Baker Ltd. organi- 
zation since 1937 and assumes duty in South Africa 
after having been the General Manager of the East 
African organization (Nairobi) for a number of 
years. 


PREPARATE EN TOESTELLE 


MYSTECLIN- V-KAPSULES 


DIE NUWE FOSFAATKOMPLEKS VAN TETRASIKLIEN 

VIR VINNIGER EN HOER AANVANKLIKE TETRASIKLIEN- 

BLOEDPEILE VIR MIKROBEBESTRYDENDE TERAPIE 

PLUS ADDISIONELE BESKERMING TEEN MONILIA- 
SUPERINFEKSIE 


Die tetrasiklien-fosfaat-kompleks van Mysteclin-V 
het ’n buitengewoon breé bestek van mikrobebestry- 
dende bedrywigheid teen patogeniese organismes, 
insluitende Gram-positiewe en Gram-negatiewe bak- 
terieé, sekere groot virusse, sekere rickettsias en 
Endamoehba histolytica. Die Mycostatin-bestanddeel 
in Mysteclin-V verskaf spesifieke aktiwiteit teen 
Candida albicans (Monilia). 

Voordele: Mysteclin-V sorg nie alleen vir vin- 
niger en hoér tetrasiklienbloedpeile nie, maar voor- 
kom ook swamoorgroei- 
sel, veral moniliase, in 
die ingewandskanaal. 
Hierdie soort oorgroeisel 
word dikwels opgemerk 
wanneer die _ bakterie- 
ewewig versteur word 
deur die toediening van 
die gewone breé-spek- 
trum-antibiotica. Wan- 
neer hierdie oorgroeisel 
opvallend word, kan dit 
aanleiding gee tot klin- 
iese moniliase, inslui- 
tende _skede-ontsteking, 
pruritus in die anus en 
geslagsorgane, en spru. ‘n Steeds groter aantal 
gevalle van ernstige en selfs noodlottige monilia- 


infeksies volgende op antibioticum-terapie word 
gerapporteer. 

Die tetrasiklien-fosfaat-kompleks, soos  verskaf 
deur Mysteclin-V, bevat geen natriummetafosfaat 
nie; derhalwe sal verhoogde natrium- -opneming geen 
probleem vir die klinis oplewer nie. Dit is ’n anti- 
bioticum wat goed verdra en goed geabsorbeer word, 
wat ’n hoé bloed-, urinére en serebro- ruggraatpeil 
binne ’n kort tydperk produseer, en dit sprei mak- 
lik in die ligaamsweefsels uit om die infeksie te 
bestry. Ook Mycostatin word besonder goed verdra. 
Newe-eftekte of allergiese reaksies word selde teé- 
gekom ondanks die wydverspreide gebruik van 
Mycostatin. 

Indtkasies: Mycostatin word aangedui vir die 
behandeling van talle gewone infeksies (insluitende 
dié van die asemhalingstelsel, die spysverterings- 
kanaal en die geslags- en urinére stelsel) wat op 
antibioticum-terapie reageer. Weens die breé bestek 
van sy mikrobebestrydende aktiwiteit is Mysteclin-V 
veral nuttig vir die behandeling van gemengde 
infeksies. 

Die addisionele beskerming wat deur Mysteclin-V 
verleen word, is veral belangrik vir pasiénte wat 
waarskynlik vatbaar is vir ’n oorgroeisel van Candida 
albicans. Onder hulle is daar pasiénte wat hoé of 
langdurige antibioticumdosisse nodig het, verswakte 
of bejaarde pasiénte, lyers aan suikersiekte, suige- 
linge (veral te vroeg gebore babetjies), pasiénte wat 
gelyktydige kortisoon- of verwante steroied-terapie 
ondergaan, pasiénte wat ‘n monilia-komplikasie ont- 
wikkel het na vroeére breé-spektrum-terapie, en 
vroue (veral tydens swangerskap). 

Dosis: Die aanbevole minimum-dosis is een kap- 
sule 4 maal per dag. Groter dosisse, soos 2 kapsules 
4 maal per dag, kan nodig wees in die geval van 
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ernstige infeksies, of vir diegene wat nie op kleiner 
dosisse reageer nie. Die pediatriese dosis moet 
bereken word aan die hand van die tetrasiklien- 
inhoud sodat dit elke dag 10 tot 20 mg. per pond 
liggaamsgewig verskaf. Dit word toegedien in ver- 
deelde dosisse na gelang van die tipe en die erns 
van die infeksie. 

Die behandeling van alle pasiénte moet gewoonlik 
gedurende ’n tydperk van 24-48 uur nadat die simp- 
tome en koors verdwyn het, voortgesit word. Dit 
is raadsaam om streptokokkus-infeksies gedurende 10 
volle dae te behandel om die ontwikkeling van 
rumatiekkoors te voorkom. ‘Terapie wat selfs langer 
duur, kan nodig wees in die geval van subakute 
bakteriese hartvliesontsteking en sekere stafilokokkus- 
infeksies. 

Verskaffing: Mysteclin-V-tablette, elk bevattende 
tetrasiklien-fosfaat-kompleks gelykstaande aan 250 
mg. tetrasiklienhidrochloried en 250,000 eenhede 
Mycostatin is verkrygbaar in bottels van 12 en 100. 

Nadere inligting en monsters vir kliniese evaluasie 
is verkrygbaar van Squibb Laboratories (Pty.) 
—s Jorissenstraat 80, Braamfontein, Johannes- 

urg. 


PEN- VEE 
’N NUWE STABIELE MONDELINGE PENISILLIEN-V 


Wyeth Laboratories (Pty.) Ltd. kondig die beskik- 
baarstelling aan van ’n nuwe suur-stabiele monde- 
linge Bensatien-Penisillien-V-tablet onder die 
handelsnaam Pen-Vee. Iedere tablet bevat 200,000 
eenhede (125 mg.) N,N’dibensieleteleendiamien-di- 
(fenoksimetielpenisillien). 

Bensatien-Penisillien-V is betreklik onoplosbaar 
in maagsap en geniet derhalwe ,selfbeskerming’ teen 
suur-ontaarding. Aan die ander kant is dit maklik 
oplosbaar in die alkaliese middels van die inge- 
wandskanaal en verskaf dus vinnige maar nie-prik- 
kelende konsentrasies. Bewys hiervan is die feit dat 
die bloedpeile volgende op die toediening van Pen- 
Vee-tablette vergelyk kan word met dié wat verkry 
word met suur-penisillien-V. Die betrokke bloed- 
peile is veel hoér as dié wat verkry word met gelyk- 
staande mondelinge dossise kalium- of prokaien- 
penisillien-G. 

Die volgende is die vernaamste voordele van Pen- 
Vee-tablette : 

1. Die inwerking begin sonder versuim, en hoér 
bloedpeile word behaal. 

2. Betroubare absorpsie—minimale  vernietiging 
in die maag—maksimum-absorpsie in die twaalf- 
vingerige derm. 

3. Volgehoue bloedpeile met 6- tot 8-urige 
dosiese. 

4. Word goed verdra en is feitlik nie-toksies. 

5. Kan geneem word sonder om ag op maaltye te 
slaan. 

6. Gekeepte tablette om kleiner dosisse. indien 
nodig, moontlik te maak. 

7. Vier-en-twintig maande lank stabiel sonder 
bevriesing. 

Pen-Vee-tablette is ’n mondelinge penisillien. 
prebaraat wat net so doeltreffend soos inspuitings is. 

Verpak in botteltjies wat 36 gekeepte tablette 
bevat. 


EF-CORTELAN MET NEOMISIEN-VELSALF 


Glaxo Laboratories kondig aan dat hulle hul Ef-Corte- 
lan reeks uitgebrei het deur die beskikbaarstelling van 
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Ef-Cortelan met Neomisien-Velsalf. Hierdie produk 
is verkrygbaar in buisies van 5 gram bevattende 1% 
hidrokortisoonasetaat en 0.35% neomisienbasis 
(gelykstaande aan 0.5% neomisiensulfaat) in 'n nie- 
vetterige basis. 


Vir toebereidingsdoeleindes kan die buitenste 
bedrukte kartonomhulsel verwyder word. Dit geld 
ook vir die etiket op die buisie. Al wat dan oorbly, 
is ’n geskikte buisie sonder etiket in 'n onbedrukte 
wit kartondosie. 

By die bekende heilsame effek van hidrokortisoon 
op ’n verskeidenheid van dermatologiese toestande 
is neomisien nou ook gevoeg. Wanneer die bekende 


of verdagte oorsaak van ontsteking infeksie is, word. 
weefselweerstand deur hidrokortisoon verlaag, en tot 


pas onlangs toe was gelyktydige antibiotiese terapie 
noodsaaklik. Neomisien is ’n bakteriebestrydende 
antibioticum met ’n lae sensitiserende potensialiteit 
en onbenullige prikkelende eienskappe. Dit het ’n 
breé bakteriebestrydende omvang en is veral doel- 
treffend teen Gram-negatiewe bakterieé. 


DONASIL VIR VOOR-MENSTRUASIE-SPANNING 


Westdene Products (Pty.) Ltd. kondig die beskik- 
haarstelling aan van Domnasil, ‘n middel vir die 
behandeling van voor-menstruasie-spanning, en ver- 
skat die volgende inligting: 

Donasil terapie is gebaseer op simptomatiese be- 
handeling, en hierdie benadering kontroleer die 
sindroom van voor-menstruasie-spanning op doel- 
treftende manier. 

Donasil bevat geen hormone nie en derhalwe 
versteur dit hoegenaamd nie die fisiologiese evolusie 
van die siklus of die endokrienewewig nie. 

Donastl is 'n veilige, nie-toksiese behandelings- 
manier. Ondersoek het aan die lig gebring dat dit 
gou-gou doeltreffende het. Die behandeling 
neem ‘n aanvang 5-7 dae voor menstruasie, of 
wanneer die eerste tekens van spanning opgemerk 
word. Dit word gestaak sodra die maandstondvloei 
begin. 

Donasil is ’n samestelling van ’n urine-afskei- 
middel en ’n antihistamien. Die formule is soos 


volg: 
Amino-metiel-propanol-bromoteofillinaat 50 mg. 


Fabrikante: Dr. A. Wander S.A., Bern, Switzer- 
land. 


POSITOL 


VIR DIE VERMINDERING VAN 'N VERHOOGDb 
PEIL VAN SERUM-CHOLESTEROL 


Positol (Sitosterols, Lilly) is ’n volkome nuwe begrip 
vir sover dit die vermindering van serum-cholesterol 
betref. 

Beskrywing: Positol is 'n suspensie van sitosterole, 
hoofsaaklik eta-sitosterol, vir mondelinge  toe- 
diening. 

Die sitosterole is sterole wat tot die planteryk 
beperk is. Chemies is daar ’n noue ooreenstemming 
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Die beta-vorm verskil 
‘n etielgroep daarin 


tussen hulle en cholesterol. 
van cholesterol slegs omdat 
voorkom. 
Indikasies: Positol word aangedui in gevalle van 
hipercholesteremie, ongeag die etiologie daarvan. 
Chroniese verhoging van serum-cholesterol word ge- 
woonlik aangetref - pasiénte wat ly aan koronére 
aterosklerose (angina pectoris, hartspier-infarkt), 
serebro-vaskulére kwaal, xantomatose, nefrose, on- 
beheerde diabetes mellitus en hipotiroidisme. Dit 
kan gebruik word as toevoegsel tot spesifieke terapie, 
wanneer beskikbaar, soos skildklierstowwe in gevalle 


van hipotiroidisme, en insulien ‘in gevalle van 


suikersiekte. 


Pasiénte met inherente defekte in cholesterol- 
metabolisme (bv. essensiéle hipercholesteremie) sal 
waarskynlik slegs geringe verminderings open 
aangesien Positol geen verandering in die basiese 
defek teweeg sal bring nie. In sulke gevalle kan 
Positol ’n en vermindering tot gevolg hé 
pecs die absorpsie van dieet- en galcholesterol te 
voorkom. 

Newe-effekte en Kontra-Indikasies: Daar is geen 
kontra-indikasies, en geen newe-effekte is waarge- 
neem nie. Slegs ’n baie klein hoeveelheid Positol 
word geabsorbeer, en dit word vinnig afgeskei. Dit 
is belangrik om daarop te let dat na 3 jaar van 
kliniese gebruik, daar nog nie aangetoon is dat 
Positol-terapie enige nadelige effek het nie. 
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Dosis: Die gewone dosis is 1 eetlepelvol (onge- 
veer 15 ks.) onmmiddellik voor iedere middelmatige 
maaltyd. Die dosis behoort tot 14 of 2 eetlepelsvol 
vermeerder te word as groot maaltye, of maaltye met 
‘n hoé vetinhoud, genuttig word. In die geval van 
sommige persone sal ’n totale daaglikse dosis van 
4-6 ons miskien nodig wees. Vir maksimum-effek 
uit ’n terapeutiese oogpunt moet enige addisionele 

sel wat tussen maaltye genuttig word deur ’n 
volle of g2deeltelike dosis voorafgegaan word. Die 
noodsaaklikheid om ’n behoorlike dosis Positol voor 
iedere maaltyd te neem moet baie sterk onder die 
aandag van die pasiént gebring word. 

As 'n leidraad tot terapie word daar aan die hand 
gedoen dat serum-totaal-cholesterol-peile aanvanklik 
vasgestel moet word, en daarna by tussenpose van 
2 tot 4 weke totdat ’n dosis wat die maksimum- 
effek sal hé, bepaal kan word. Aan die einde van 
’n week word gewoonlik opgemerk dat die serum- 
cholesterol-peil ’n dalende neiging toon, en gedu- 
rende die daaropvolgende vier weke vind verdere 
dalings in die reél plaas. By wyle is terapie oor ’n 
tydperk van soveel soos 2 maande nodig om maksi- 
mum-resultate te behaal. 


Beskikbaarstelling: Positol-suspensie in bottels 
van 1 pint. 

Vervaardiger: Eli Lilly & Company, Indianapo- 
lis, V.S.A 


'Navrae: Posbus 7605, Johannesburg, of by vu 
Lilly-verteenwoordiger. 


PREPARATIONS AND APPLIANCES 


MYSTECLIN-V CAPSULES 


THE NEW PHOSPHATE COMPLEX OF TETRACYCLINE 
FOR FASTER AND HIGHER INITIAL TETRACYCLINE 
BLOOD LEVELS FOR ANTIMICROBIAL THERAPY PLUS 
ADDED PROTECTION AGAINST MONILIAL 
SUPERINFECTION 


The tetracycline phosphate complex of Mysteclin-V 
has an exceptionally wide range of antimicrobial 
activity against pathogenic organisms, including 
gram-positive and gram-negative bacteria, certain 
large viruses, certain rickettsias and Endamoeba 
histolytica. The Mycostatin component of Mysteclin- 
V provides specific activity against Candida albicans 
(Monilia). 

Advantages: Mysteclin-V not only provides faster 
and higher tetracycline blood levels, but also pre- 
vents fungal overgrowth, 
particularly moniliasis, 
in the intestinal tract. 
This overgrowth is fre- 
quently seen when the 
bacterial equilibrium is 
disturbed by the admin- 
istration of the usual 
broad-spectrum antibio- 
tics. When this over- 
growth becomes pro- 
nounced, it may give 
rise to clinical moni- 
liasis, including vagini- 
tis, ano-genital pruritus 
and thrush. Severe and 
even fatal monilial infections following antibiotic 
therapy have been reported with increasing fre- 
quency. 


Tetracycline phosphate complex, as supplied in 
Mysteclin-V, does not contain any sodium meta- 
phosphate; therefore the clinician will have no 
problem with added sodium intake. It is a well- 
tolerated antibiotic, well absorbed, producing high 
blood, urinary and cerebrospinal levels in a short 
period of time, and it diffuses readily into body 
tissues to combat the infection. Mycostatin is also 
particularly well tolerated. Side effects or allergic 
reactions have been encountered very rarely during 
the widespread use of Mycostatin. 

Indications: Mysteclin is indicated for many com- 
mon infections, including those of the respiratory, 
gastro-intestinal and genito-urinary systems, which 
are amenable to antibiotic therapy. Because of its 
wide range of anti-microbial activity, Mysteclin-V 
is particularly useful in the treatment of mixed 
infections. 

The added protection afforded by Mysteclin-V 
is especially important for patients who are most 
likely to be susceptible to the overgrowth of Candida 
albicans. Among such patients are those requiring 
high or prolonged antibiotic dosage, debilitated or 
elderly patients, diabetics, infants (particularly pre- 
mature babies), patients receiving concomitant cofti- 
sone or related steroid therapy, patients who have 
developed a monilial complication on previous 
broad-spectrum therapy, and women (particularly 
during pregnancy). 

Dosage: The suggested minimum dosage is one 
capsule 4 times daily. Higher dosages, such as 2 
capsules 4 times daily, may be required for severe 
infections or for those who do not respond to the 
smaller dose. Paediatric dosage should be calculated 
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upon the tetracycline content so as to supply 10 to 
20 mg. per lb. body weight each day, in divided 
doses, depending upon the type and severity of the 
infection. 

Treatment for all patients should generally con- 
tinue for 24-48 hours after symptoms and fever 
subside. It is advisable to treat streptococcal infec- 
tions for a full 10 days to prevent the development 
of rheumatic fever. Even more prolonged therapy 
oo be necessary for subacute bacterial endocarditis 

certain staphylococcal infections. 

Supply: Mysteclin-V capsules, each containing 
tetracycline phosphate complex equivalent to 250 
mg. tetracycline hydrochloride and 250,000 units 
Mycostatin, are available in bottles of 12 and 100. 

Further Information and Samples for Clinical 
Evaluation are Obtainable from: Squibb Labora- 
tories (Pty.), Limited, 80 Jorissen Street, Braamfon- 
tein, Johannesburg. 


PEN- VEE 
A NEW STABLE ORAL PENICILLIN 


Wyeth Laboratories (Pty.) Limited announce the 
introduction of a new acid stable oral Benzathine 
Penicillin V tablet under the trade name Pen-Vee. 
Each tablet contains 200,000 units (125 mg.) of 
icillin). 

Benzathine Penicillin V is relatively insoluble in 
gastric juice and is therefore ‘ self-protected ’’ against 
acid degradation. On the other hand, it is readily 
soluble in the alkaline media of the intestinal tract, 
providing rapid though bland concentrations. Proof 
of this is that blood levels following the administra- 
tion of Pen-Vee tablets are comparable with those 
obtained with the acid penicillin V. The blood 
levels are much higher than those obtained with 
equivalent oral dose of potassium or procaine peni- 
cillin G 

The following are the main advantages of Pen- 
Vee Tablets: 

1. Rapid onset of action with higher blood levels. 

2. Reliable absorption—mini destruction in 
the stomach—maximal absorption in the duodenum. 

3. Sustained blood levels on 6- to 8-hourly dosage. 

4. Well tolerated and virtually non-toxic. 

5. Taken without regard to meals. 

6. Scored tablets to facilitate lesser dosage if 
desired. 

7. Stable for 24 months without refrigeration. 

Pen-Vee tablets provide an oral penicillin prepara- 
tion with injection performance. 

Packed in bottles of 36 scored tablets. 


EF-CORTELAN WITH NEOMYCIN SKIN OINTMENT 


Glaxo Laboratories announce an addition to their 
Ef-Cortelan range by the introduction of Ef- Cortelan 
With Neomycin Skin Ointment. This product is 
available in 5 gramme tubes, containing 1% hydro- 
cortisone acetate and 0. 35% neomycin base (equal 


to 9.5% neomycin sulphate) in a non-greasy base. 
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For dispensing purposes, the outer, printed carton 
is disposable, as also the label on the tube, leaving 
a suitably unlabelled tube in an unprinted white 
carton. 


To the well-known beneficial effect of hydro- 
cortisone in a variety of dermatological conditions 
is now added neomycin. When the known or sus- 
pected cause of inflammation is infection, tissue 
resistance is lowered by hydrocortisone, and until 
recently, concurrent antibiotic therapy has been 
necessary. Neomycin is a bactericidal antibiotic of 
low sensitizing potential and negligible irritant pro- 
perties; it has a wide antibacterial range and is 
particularly effective against gram-negative bacteria. 


DONASIL FOR PREMENSTRUAL TENSION 


Westdene Products (Pty.) Ltd. announce the intro- 
duction of Donasil for the treatment of premenstrual 
tension, and supply the following information: 


Donasil therapy is based on symptomatic treat- 
ment and this approach controls efficiently the syn- 
drome of premenstrual tension. 


Donasil contains no hormones and, therefore, 
does not interfere in any way with the physiological 
evolution of the cycle or the endocrine balance. 


Donasil is a safe, non-toxic approach to treatment. 
Investigations have shown that it is effective rapidly. 
Treatment is started 5-7 days before menstruation, 
or when the first signs of tension are noticed. It 
is discontinued as soon as the menstrual flow sets in. 


Donasil is a combination of a diuretic and an 
antihistamine, having the following formula: 
Pyrilamine maleate ... ... ... . : . 30 mg. 


Manufacturers: Dr. A. Wander s. i Berne, 
Switzerland. 


POSITOL 


FOR REDUCING RAISED LEVELS OF SERUM 
CHOLESTEROL 


Positol (Sitosterols, Lilly) represents an entirely new 

concept for reducing elevated serum cholesterol. 
Description: Positol is a suspension of sitosterols, 

principally beta-sitosterol, for oral administration. 


The sitosterols are sterols limited to the plant 
kingdom. Chemically, they are very similar to 
cholesterol. The beta form differs from cholesterol 
only in the presence of an ethyl group. 


Indications: Positol is indicated in hypercholes- 
teraemia, regardless of etiology. Chronic elevation 
of serum cholesterol is commonly seen in patients 
with coronary atherosclerosis (angina pectoris, myo- 
cardial infarction), cerebro-vascular disease, xantho- 
matosis, nephrosis, uncontrolled diabetes mellitus 
and hypothyroidism. It may be used as an adjunct 
to specific therapy, when available, such as thyroid 
substance in hypothyroidism and insulin in diabetes 
mellitus. 


Be EF -CORTELAN = 
WITH NEOMYCIN SKIN OINTHENT N 
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Patients with inherent defects in cholesterol meta- 
bolism (e.g. essential hyp2rcholesteraemia) may be 
expected to show only small reductions, since Positol 
would not alter the basic defect. Posito] may cause 
a partial reduction in such cases by preventing the 
absorption of dietary and biliary cholesterol. 

Side Effects and Contra-Indications: There are no 
contra-indications, nor have side effects been ob- 
served. Only a very small quantity ot Positol is 
absorbed, and it is rapidly eliminated. It is impor- 
tant that, after 3 years of clinical use, Positol therapy 
has been shown to be devoid of any harmful effects. 


Dosage: The usual dosage is 1 tablespoonful . 


(about 15 c.c.) émmediately before each meal of 
medium size. The dose should be increased to 14 
or 2 tablespoonfuls when large or high-fat meals 
are consumed. A total daily dose of 4-6 oz. may 
be required in some persons. For maximum thera- 
peutic effect, any additional food taken between 
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meals should be preceded by a whole dose or a 
fraction thereof. The patient should be impressed 
with the necessity of taking a proper dose of Positol 
before every meal. 

As a guide to therapy, it is suggested that serum 
total cholesterol levels be determined initially and 
at 2- to 4-week intervals until the dosage is estab- 
lished that will produce the maximum effect. A 
downward trend of the serum cholesterol level is 
often noted at the end of one week, with further 
decline during the succeeding 4 weeks. Occasionally, 
maximum results require therapy for as long as 2 
months. 

Supplied: Suspension Positol in bottles of 1 pint. 

Manufacturer: Eli Lilly & Company, Indianapo- 
lis, U.S.A. 

Enquiries: P.O. Box 7605, Johannesburg, or from 
your Lilly representative. 


ABSTRACT 


D 860 IN THE TREATMENT OF DIABETES MELLITUS 


Schneider, T. and Politzer, W. M. (1957): 
S. Afr. Med. J., 31, 142. 


The authors, having compared BZ 55 and D 860, 
noted that D 860, when used as an anti-diabetic 
drug, did not cause the serious complications re- 
ported with BZ 55. 

In evaluating the preparation they posed two 
questions : 

1. Is it effective? 

2. Is it safe? 


An analysis of their cases suggests that D 860 is 
effective in controlling the blood sugar level in a 
proportion of elderly diabetics. 

Schneider and Politzer have not observed that the 
best effects with D 860 are always obtained in the 
obese diabetic and in cases where diabetes is of 
recent origin. Moreover, they found that patients 
with diabetes of considerable duration (viz. 7, 8, 9, 
12 and 19 years) responded favourably to the action 
of D 860. 

The authors stress the fact that it essential for 
D 860 to be used only under strict medical control. 


CORRESPONDENCE 


SOVIET MEDICINE 


To the Editor: We announce with pleasure two new 
quarteriy publications of the Excerpta Medica Foun- 
dation : 

Abstracts of Soviet Medicine, Basic Medical 

Sciences (Part A). 

Abstracts of Soviet Medicine, Clinical Medicine 

(Part B). 

It has long been realized that the inaccessibility 
of so much of the Soviet medical literature has left 
a great anad perhaps vital gap in the world’s know- 
ledge of medicine. The primary objective of this 
far-reaching project is to assist in the creation of 
the final essential link in the interchange of medi- 
cal information on a truly global basis. 

We mention with great appreciation that we are 
enabled to undertake the great task of translating 
and publishing these iournals by a grant of the 
National Institutes of Health, U.S. Department of 
Health, Education and Welfare, U.S.A. 

Part A (Basic Medical Sciences) will contain ab- 
stracts in the fields of Anatomy, Anthropology, 
Embryology and Histology; Physiology, Biochemistry 


and Pharmacology; Endocrinology; Medical Micro- 
biology, Immunology and Serology; General Patho- 
logy and Pathological Anatomy; Cancer. 

Part B (Clinical Medicine) will contain abstracts 
in the field of Internal Medicine; Paediatrics; Neuro- 
logy and Psychiatry; Surgery; Obstetrics and Gynae- 
cology; Oto-, Rhino-, Laryngology; Ophthalmology; 
Dermatology and Venereology; Radiology; Chest 
Diseases; Public Health, Social Medicine and Hy- 
giene, Infectious Diseases; Cancer. 

The annual subscription price of these quarterly 
journals is: 

Part B: $15.00; Hfl. 60.00; £5 13s. 

Part A: $15.00; Hfl. 60.00; £5 13s. 

Combined subscription—Parts A and B: 

$25.00; Hfi. 95.00; £9 10s. 


M. W. Woerdeman, M.D. 
Chief Editor. 


Excerpta Medica Foundation, 
111 Kalverstraat, Amsterdam, 
The Netherlands. 
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TO THE DOCTOR came a new patient. Mrs. N., aged 
22, 32 weeks pregnant. 

She complained of fatigue and anorexia. Her 
blood pressure, pulse rate and temperature were 
normal. Her hemoglobin level? Only 55%. 

How could it be raised to normal in two months? 
The doctor knew a way. 

He checked her weight. It was 1101b. He calcu- 
lated the dose as 30 ml. to correct Hb and replenish 
body iron stores, to which was added a further 
10 ml. to meet the demands of the fetus and 
increased blood volume. He ordered a 5 ml. 
injection straight away. 
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When Mrs. N. came a week later for the last 
injection, her morale had considerably improved. 
The doctor was not surprised. She would be very 
close to 100% Hb in another six weeks. 

Meanwhile he was assured that iron deficiency 
would not recur. The injections had provided 
ample iron for foetal demands. Iron would be ready 
for hemoglobin synthesis after labour. 

The harvest was in 

Labour started 2 weeks early. Twin boys were 
born. Blood loss 16 oz. But Mrs. N. soon recovered 
— her iron stores were full. 


The doctor had prescribed Imferon intramuscular iron 


Trade Mark 


lron-Dextran Complex 


Imferon is the first and only satisfactory preparation of intramuscular iron. Further information, with 


to recent literature on “body iron stores” and the “mucosal b 


references 
may be had from FISONS CHEMICALS (S.A.) ) 


(PTY.) LTD., P.O, BOX $788, JOHANNESBURG. 
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Cortisone vs. Salicylate in Rheumatoid Arthritis 


Latest clinical report proves cortisone no better than 
aspirin in the treatment of rheumatoid arthritis. 


On May 29th, 1954, the Joint Committee of the 
Medical Research Council and Nuffield Founda- 
tion published a most significant finding on 
arthritis therapy—that “for practical purposes” 
there appears to be “surprisingly little to choose 
between cortisone and aspirin.””» 


“Sixty-one patients in the early stages of. 
rheumatoid arthritis... have been allocated at 
random to treatment with one or other agent 
(cortisone 30 cases, aspirin 31 cases)... 


“Observations made one week, eight weeks, 
thirteen weeks, and approximately one year 
after the start of treatment reveal that the two 
groups have run a closely parallel course in 
nearly all the recorded characteristics—namely, 
joint tenderness, range of movement in the wrist, 
strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of 
the disease and of the patient’s functional 
capacity.” 

These findings spotlight an earlier report that 
“aspirin in large doses has definite beneficial 
results closely akin to those received from 
ACTH? 


Tercin combines aspirin and phenacetin 
with butobarbitone. It is indicated for 
the relief of mild forms of pain for which 
tablets of aspirin, phenacetin and codeine 
have hitherto been prescribed. An impor- 


FOR MILD FORMS OF PAIN 


Background to Tercin “Aspirin and phenacetin are effective and useful, and a sedative effect 
is obtainable if a barbiturate is combined with them... 7 
cologically useful drug is at present waning, for the analgesic effect of the compound tablet of 
codeine B.I’. is probably due more to its content of aspirin and phenacetin than to the her. (8 mg.) 
of codeine present. It is a weak analgesic even when given in full doses.” 


DOSAGE: One or two tablets as required. A total dose of 
eight tablets daily should generally not be exceeded. 


BRITISH DRUG HOUSES (South Africa) (Pty.) LTD. 
123 JEPPE STREET, 
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High gastric intolerance to aspirin noted among 
arthritics—a problem easily met by the use of BUFFERIN. 


In this latest study, the side-effects recorded for 
both groups “‘were equal in the early months of 
treatment, but became less in the aspirin group as 
time passed.” 

Of clinical significance, however, is the high 
percentage of gastric intolerance to straight 
aspirin found among the arthritic patients— 
42°, as against 3 to 10% variously reported for 
the general population.> 4 

Earlier investigations reveal the disadvantages 


of using sodium bicarbonate with aspirin— - 
| 


namely, the lowering of blood salicylate levels 
and the possible retention of the sodium ion.? 

BuFFERIN offers an answer to this problem. 

Unlike straight aspirin, BUFFERIN is well tolerated, 
even when given in large doses.4 

BuFFERIN contains no sodium. It combines 
aspirin with two antacid and buffering agents 
which protect the gastric mucosa against irri- 
tation from salicylates—at the same time providing 
faster absorption of salicylates into the blood 
stream. 


REFERENCES: 1. Brit. Med. J. 1:1223 (May 29) 1954, 
2. Med. Times 81:41 (Jan.) 1953. 3. J. Amer. Pharm. 
Assoc., Sc. Ed. 39:21, 1950. 4. Ind. Med. 20:480 (Oct.) 
1951. 
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The reput. of codeine as a pharma- 
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(Brit. Med. J. 1952 (Oct. 25th) ii, p.928) 


tant aspect of Tercin therapy is that it 
does not cause constipation. Tercin is 
available in tablets containing aspirin 
5 grains, phenacetin 3 grains and buto- 
barbitone } grain. 
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e 
In bacterial diarrhoeas: 
for bacteriostasis-adsorption 
as protection 
igh 
h Streptomagma provides all the essentials for securing prompt and complete remission of 
t many bacterial diarrhoeas. To accomplish these ends, 
s— 
for } Streptomagma contains @ STREPTOMYCIN » « « “much more effective against the coliform 
i fecal flora than the sulfonamides . . . . not readily absorbable © (hie 
ges j non-irritating to the mucosa.” 
— & @ PECTIN ... . “various pectins . . . . become bactericidal agents in 
velg | the gastrointestinal tract when given together with streptomycin.” 
@ KAOLIN .. .. . for “tremendous surface and high adsorptive power.” 
@ ALUMINA GEL ... . itself a potent adsorptive, acts as a suspending 
agent for the kaolin and enhances its action; soothes and protects the 
ted, irritated intestinal mucosa. 
nes 
reptomagma 
rri- 
ing Regd. 
od DIHYOROSTREPTOMYCIN SULPHATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 
54, 
tm, 
ct.) WYETH LABORATORIES (PTY.) LTD., 54 STATION STREET, EAST LONDON. 


The people you'd expect 


to smoke Viceroy 


usually do! 


the cigarette that marks the occasion 
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BRAND 


SYRUP VITAMIN B COMPLEX 


WITH VITAMIN B,, 


‘A delightful fruit-flavoured syrup especially attractive to children. c= 
NATIONAL HEALTH PRODUCTS 


LENNON LIMITED 
15 Pritchard Street, Johannesburg 


Shock ts a Killer! 


IF YOU ARE LOOKING FOR 


A rapid intravenous infusion treatment for traumatic or post-operative 
shock that 
(a) Is very safe, without contra-indications. 
(b) Creates haemostasis without clotting or danger of thrombosis. 
(c) Restores the blood volume. 
(d) Aids natural defence mechanisms of the body. (Is a natural con- 
stituent of the blood, therefore contributes to recuperation). Ima 
(e) Has no cumulative effects as in the case of blood expanders. t~. 
(f) Can be mixed with plasma and plasma substitutes; is entirely com- 
patible with antibiotics, vitamins, barbiturates, curarizing 
agents, analeptics and sympathomimetics. hon 


GUARA 
Tie CROMOXIN PEREUS youranswer 
Available in a 15 mg. ADMINISTRATION OUTFIT ready for use 
(contains Adrenochrome Semi-carbazone 15 mg. in 150 c.c.). WU 
Send for Literature to: 
PROTEA PHARMACEUTICALS LIMITED 
P.O. Box 7793, 7 Newton Street, Wemmer, Johannesburg | P.O 


Telephone: 33-2211 (5 lines) Telegraphic Address: *MANLU’. 
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THE BIRTCHER 


— an all new shortwave 
Diathermy. 


, Imagine... a genuine BIRTCHER at only 
£177.10.0.* 
including Standard Accessories and Trolley 


* With Triple Drum as shown in illustration 
£218.12.6. 


GUARANTEED FOR 2 YEARS, INCLUDING TUBES. 


BUILT in accordance with 
NEW FREQUENCY REGULATIONS. 


| “Medical Distributors 


P.O. 3378 JOHANNESBURG Telephone 23-8106 
236 Jeppe Street 


and at 
Boston House, Strand Street, Cape Town 


Telephone 3-4608 
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EVANS 


Combiquine 


for the prevention and treatment of 
ACUTE and CHRONIC 
AMGBIASIS 


Each 
COMBIQUINE 
Tablet contains: 
Bismuth 


Bismuth glycolylarsanilate 
is a highly effective intestinal 
amebicide; chloroquine phosphate induces complete 
clinical remission in pleuro-pulmonary ameebiasis as 
well as in hepatic and other systemic manifestations. 

A combination of these drugs in the proportions 
used in COMBIQUINE gives the best initial response 
and the lowest relapse rate in amebiasis therapy, and 
is also an effective prophylactic. 


Further information on request from: 


EVANS MEDICAL SUPPLIES 
P.O. BOX 6607, JOHANNESBURG 


f PRESENTS 
j 
\ 
m 
j 
q 4 
(Of 50 and 1000 
glycolylarsanila 0.25 g. 
shosp 
— 
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THE PROBLEM OF 
EUROPEAN 
PROSTITUTION 


IN JOHANNESBURG 


A Sociological Survey by Dr. Louis Franklin Freed 
(M.A., M.D., D.Phil., M.B., Ch.B,, D.P.H., D.T.M. & H., 
D.P.M., F.R.S.S.Af) 


Chapter 

I Introductory 

Il The Nature of the Prostitute and of 
Prostitution 

Ill_ The Prostitute and Her Collaborators 

IV The Prostitute and Her Clients 

V___s The Prostitutes Themselves 

VI The Prostitutes Themselves (continued) 

VII Prostitution and its Evils 

VIII Prostitutes and their Families 

IX The Prostitute and the Community 

X = Social Control 

Social Control (continued) 

XII Social Control (continued) 

General Conclusions Recommendations 
The Prospect 


Appendices: Questionnaires - Schema of Venereo- 

logical Examination Employed - Schema of Sexo- 

logical Examination Employed - Glossary - Refer- 
ences - Index 


Price 41s. 3d. (Postage 1s. 6d.) 
Juta & Co. Limited 


P.O Box 30 : P.O. Box 1010 
Cape Town Johannesburg 
Order Form 
To: Juta and Co. Limited, 

P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 

Please forward... copy/copies of 


“The Problem of European Prostitution in 
Johannesburg" by L. F. Freed, price 4ls. 3d. 
(Postage Is. 6d.) 

| enclose my remittance. Kindly debit 
my account*. 


*(Please delete words ired 
(.Fr.V.) 


PHEVITAN 


does Double duty 


1. VITAMIN B COMPLEX 2. PHENOBARBITONE 
SUPPLEMENTATION FOR FAST SEDATION 


THE SEDATION IS IN THE SUGAR COATING 


These tablets, consisting of our well known Petervite B Formula, 
plus Phenobarbitone, provide the benefits of the Vitamin B Com- 
plex supplementation as well as Phenobarbitone, which exerts the 
sedation required for pati: plaining of ner , fatigue 
and anorexia. 

In PHEVITAN, we have departed from the normal method of manu- 
facture by the inclusion of the Phenobarbitone in the sugar coating. 
By this method of administering the sedation, the patient will 
receive immediate benefit and a feeling of euphoria is the result. 
This is so vital in nervous patients. 

The formula: Each tablet contains: Vitamin BI, 2 Mgm; Vitamin B2, 
1.5 Mgm; Vitamin B6, 0.25 Mgm; Nicotinamide, 20 Mgm; Calc. 
Pantothenate, 2.5 Mgm; and Phenobarbitone, } Gr. 

The dosage: One tablet before meals and at bedtime. lf desired, 
the bedtime dose may be increased to three tablets for several 
evenings until the daytime dosage has taken effect. 

PHEVITAN TABLETS are supplied in: 40's, 100’s and 500’s. Price 
to the patient: 40’s—4/6, 100’s—9/6, 500's—42/ 


Manufactured in South Africa by 


P.O. Box 38 P.O. Box 2238 P.O. Box 1684 
CAPE TOWN SALISBURY DURBAN 
P.O. Box 5785 P.O. Box 1200 P.O. Box 1005 

JOHANNESBURG BULAWAYO BLOEMFONTEIN 
240-2-E-PS 
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If the need is 
to sharpen appetite and 
restore vigour and well-being 


in below par children 


CYTACON 


oral vitamin B,, may well be the answer 


Cytacon liquid is stable 


for the stated period of potency. 

The injectable form of 

vitamin B,, is CYTAMEN 
TABLETS: 10 micrograms : bottles of 50 and s00 
s0 micrograms: bottles of 25 


LIQUID (25 micrograms per fluid drachm) 6 oz. and 80 oz. bottles 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, TRANSVAAL 


RELIEVE THIS MONTHLY MISERY WITH 


TERTROXIN 


TRADE MARK 


(L-triiodothyronine Glaxo) 


A new, swift, 
safe treatment 
for dysmenorrhea 


Treatment should commence 
two to three days before 

the menstrual period begins 
and should stop after the pain 
has been controlled. 


In scored tablets of 20 micrograms (bottles of 50) 
tablets of 5 micrograms (bottles of 50). 


GLAXO LABORATORIES (S8.A.) (PTY.) LTD 
WADEVILLE TRANSVAAL. 
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unhappiness 
embarrassment 
insecurity 


the cruel companions of acne 


Eskamel for acne 


ESKAMEL — sulphur, resorcinol 
and hexachlorophene in a special 


grease-free, flesh-tinted base — 


brings rapid improvement in 
acne, often in a few days. 


‘Eskamel’ raises the patient’s 


morale: the flesh-tinted base 
masks unsightly acne lesions, and 
is virtually invisible when applied. 


@ SKF Laboratories (Pty.) Ltd., Diesel Street, Port Elizabeth. 


EM: PAI8SA ‘Eskamel’ is a trade mark. 
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JUST PUBLISHED 


THE SICK AFRICAN 


A CLINICAL STUDY 


| 
| By Michael Gelfand, 0.2.2, M.D., F.R.CP., 
—_— Physician, Salisbury Native Hospital, Southern Rhodesia 


THIRD SPECIALLY REVISED EDITION 


Royal 8vo. Pp. 866. With Clinical, Radiological and Pathological Illustrations. 
Buckram Binding with Gold Lettering. 77s. 6d. (Postage 2s. 6d.) 


Publishers: Juta & Co., Ltd., Cape Town and Johannesburg. 


% The standard work for all practitioners who treat African patients. 


% An essential work for giving the student an insight into the African’s 
attitude to his own disease. 


%* The Sick African does not deal only with tropical diseases, although 
these do, of course, form a large part of the book. Many of the clinical 
manifestations of more general diseases differ markedly in the African 
from those in the European, and Dr. Gelfand takes special care to 
indicate where this is so. 


%* ‘The reason why this book has this wider scope is because of the richness 
of its clinical presentation, its cross-references of material, and the 
author’s talent for writing simply on scientific subjects. Most important 
of all, it drives home the appalling state of disease-ridden Africa, the 
gross morbidity and fearful mortality among Africans everywhere’. 


Medicus in The Star, 8 November 1957. 


ORDER FORM 7o: Juta & Co. Limited, 


P.O. Box 30 Cape Town P.O. Box 1010 Johannesburg 
Please forward .......nmrmmmnmnn copy/copies of The Sick African by M. Gelfand, price 77s. 6d. 
(Postage 2s. 6d.) I enclose my remittance. Kindly debit my account*. 
Name 

Address 


| *(Please delete words not required) 
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THE 


CENTURY 


OF THE 


URGEO 


By Jiirgen Thorwald 


The author assumes the identity of an American doctor born about 1820 
and tells the story of his life. He travels extensively—to India to see a famous 
Indian surgeon operating for stone. Himself a victim of the same disease, 
he seeks relief at the hands of Civiale, the famous surgeon in Paris. When 
ether anaesthesia is discovered by Morton, the author, as a medical student, 
is present when it was being tried out by John Collins Warren in Boston. 
He watches Sir Henry Thompson, the famous urologist, working in London 
and Carpue in Paris restoring a destroyed nose by plastic surgery. When 
James Young Simpson discovers chloroform anaesthesia, the author is 
present, and he describes the events of the Crimean War as seen in the 
Turkish Barracks at Scutari. Robert Liston, Semmelweiss and Lord Lister 
are all encountered and described by their fictional colleague. Robert Koch 
and Louis Pasteur are assessed and discussed in a most scholarly, accurate 
and absorbing fashion. 


‘Any truly comprehensive history of medicine has to be partly social history . . . Thorwald 
has solved this by no means easy task in masterly fashion. His soundly and exhaustively 
researched Century of the Surgeon opens up interesting vistas to the specialist. Through its 
fluent, sparkling presentation, however, it also gives the general reader an introduction to 
the basic problems. The scientific soundness of the work is attested by the copious and 
exhaustive list of sources. This is a work of medical history of unusual excellence’—Profes- 
sor Werner Forssmann, Recipient of the Nobel Prize for Medicine. 


ORDER FORM Zo: Juta & Co. Limited 
P.O. Box 30, Cape Town. P.O. Box 1010, Johannesburg. 


Please forwatd.....:cccc1 copy/copies of The Century of the Surgeon, by Jiirgen Thorwald, 
price 25s. 6d. (Postage 1s. 3d.) 
I enclose my remittance. Kindly debit my account*. 


Name 
Address 


* (Please delete words not required) 
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. and the subsequent diagnosis 
may influence your decision that 
the patient needs thé assistance of 
OXYGEN, by facemask or in an 
Oxygen tent. 

The need may be for the me¢hanical 
aid of a traction apparatus, an I.V. 
administration set, a hospital bed or 
the simple cradle. 


We have for HIRE and for sale the variety of sickroom requisites that makes 
for that extra comfort necessary during convalescence; for instance .. . 


Invalid chairs - Bedside Commodes - Dunlopillo 
Mattresses - Wangensteen Suction - Continuous 
Suction - Electric Breast Pumps - Hospital beds of 
various types - Infra red & Ultra violet lamps - 
Sinus hot boxes - Body hot boxes - Crutches, 
‘walking’ machines - Cradles - Fracture boards - 


Walking sticks 


Whatever the need, CALL 


Stockists of surgical and Medical instruments 
and the full range of Elastic stockings, crutches, 
walking sticks and sundry reQuirements for 


surgery, hospital and home. 


207 JEPPE STREET, JOHANNESBURG 
TEL. 22-0458 (All hours) P.O. BOX 11083 
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tomorrow's sulfa today! 


Packages: 


Bottles of 


12 and 
100 tablets. 


SULFAMETHOXYPYRIDAZINE Lederte 


An entirely new, soluble, single sulfonamide 
developed by Lederle, LEDERKYN sulfamethoxypyri- 
dazine sets a new standard for sulfa therapy: 


LOW DOSAGE — Dosage reduced to a fraction of 
that of other currently available sulfonamides. 


SOLUBILITY — Prompt absorption, good diffusion 
into body fluid and tissue. 


PROLONGED ACTION — Therapeutic blood 
levels within the hour, concentration peaks 
within two hours. 

BROAD-RANGE EFFECTIVENESS ~— Particu- 
larly effective in urinary tract infections due to 
sulfonamide-sensitive organisms, and in the 
prophylaxis of rheumatic fever and bronchiec- 
tasis. 


SAFETY — Based on low required dosage, solu- 
bility, slow excretion rate. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


Sole Distributors for South Africa and Central African Federation: 


ALEX. LIPWORTH LTD., JOHANNESBURG, CAPE TOWN, PORT ELIZABETH, DURBAN AND SALISBURY 
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